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ABSTRACT 


EXPLORING THE BENEFITS OF A PARTICIPATIVE 
PASTORAL ROLE IN A PHYSICAL HEALTH 
PROMOTION PROGRAM AMONG 


RURAL CONGREGANTS 


by 


Dorothy A. Anderson 


United Theological Seminary, 2012 


Mentor 


Jerome Stevenson, D.Min. 


This action research study explored the benefits of direct pastoral participation in a 
physical health promotion program for congregants in a rural setting. The researcher 
developed a health promotion program entitled Small Steps to a Healthier Lifestyle, 
which included a covenant agreement, didactic teaching, healthy food sampling, resource 
information, and group exercise. Pre- and post-program questionnaires documented 
congregants’ views of the participative role of the pastor in health promotion. One 
hundred percent of participants strongly agreed that direct pastoral participation in group 
exercise sessions was very encouraging. The researcher’s reflections addressing the 


experience encompass implications for future pastoral commitments. 
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INTRODUCTION 


All activity, both physical and spiritual, utilizes the body. Humans make a living, 
achieve educational goals, express themselves, and engage in relationships via the body. 
Teaching and preaching God’s word, evangelizing the lost, and worshipping and praising 
God all require the use of the body. Hence, all life activity either enhances or 
compromises the health of the body. 

Based on current statistics and predictions for the future, the lives of millions of 
Americans are and will continue to be adversely affected by poor health. The church and 
its members are not exempt from this forecast. Millions of congregants will suffer from 
preventable diseases if steps are not taken to reshape unhealthy choices and behaviors. 

A study conducted by Jennifer B. Marks determined that nearly two-thirds of 
adults in America are overweight or obese despite concerted government efforts to 
educate the public via mass media campaigns explaining the benefits of healthy diet and 
exercise.! James P. Boyle and colleagues conducted a study of the impact of changing 
demography and disease prevalence within the United States. Boyle and colleagues found 
that the number of Americans diagnosed with diabetes was anticipated to increase 165% 


by 2050. This was projected to be an increase from 11 million diabetics in 2000 to 





1. Jennifer B. Marks, “Obesity in America: It’s Getting Worse,” Clinical Diabetes 22, no. 1 
(January 2004): 1. 


roughly 29 million in 2050. The demographic subpopulation identified as most affected 
was African American males.” 

Being overweight or obese has far reaching implications. Individuals who are 
overweight or obese experience increased risk for coronary heart disease, high blood 
pressure, Type 2 diabetes, gallstones, breathing problems, and certain cancers.* Roland 
Sturm reported that obesity outranked smoking and drinking in its negative impact on 
health. According to Sturm, obesity was more greatly associated with occurrence of 
chronic medical illness, reduced quality of life, and increased economic burden for health 
care services. Sturm identified that obesity had similar effects to twenty years of aging.* 

Minorities are disproportionately represented in the aforementioned statistics. 
Historically, among minority ethnic populations, there have been disproportionately 
higher rates of overweight, premature death, diabetes, cardiovascular disease, and 
cancer.°> Without concerted effort for change, African Americans will continue to be 
inexplicably affected by preventable illnesses. 

At no other time in contemporary history has the health of Americans hung in 
such a precarious balance. The Christian and non-Christian community will suffer 
preventable diseases, poor quality of life, and premature deaths, if something is not 


actively done to change the outcomes. Physical activity and healthy diet have 





2. James P. Boyle et al., “Projections of Diabetes Burden Through 2050,” Diabetes Care 24, no. 
11 (November 2001): 1. 


3. U. S. Department of Health and Human Services, “Overweight and Obesity,” National Heart 
and Lung Blood Institute, http://www.nhlbi-nih. gov/health/dci/Diseases/obe.obe_all (accessed June 20, 
2011). 


4. Roland Sturm, “The Effects of Obesity, Smoking, and Drinking on Medical Problems and 
Costs,” Health Risks and Costs, http://www.healthaffairs.org/RWJ/Sturm3 | .pdf (accessed June 20, 2011). 


5. David Satcher and Eve J. Higginbotham, “The Public Health Approach to Eliminating 
Disparities in Health,” American Journal of Public Health 98, no. 3 (March, 2008): 400. 


demonstrated success for the reduction of obesity and the onset of diabetes among high- 
risk persons.° Therefore, reshaping individual’s choices to engage in physical activity and 
eat a healthy diet were anticipated to foster changes in the projected health outcomes for 
Americans. 

The author asserts that the pastor is called upon to preach and teach stewardship 
of the body, along with the more familiar spiritual disciplines such as Bible study, prayer, 
fasting and meditation, and praise and worship. Further, the author contends that holy 
living calls Christians to eat right, exercise, and rest the body. Finally, the author asserts 
that modeling health and actively participating in health promotion is intrinsic to the 
pastor’s role within the community. 

Community leaders can make a difference contributing to the creation of healthy 
outcomes. Dr. D. Satcher, former Surgeon General of the United States, wrote 
“community leaders who care enough, know enough, will do enough and are persistent 
enough can be instrumental in eliminating the disparities in health.”’ As a pastor in a 
rural community of African American congregants, the author is confronted by suffering 
brought on by obesity, poor nutrition, and lack of exercise. The author believes that 
pastors are community leaders who can participate in improving the health of the people 
they serve. 

Therefore, this project was designed to examine the impact of direct pastoral 
involvement in the motivation of congregants to engage in health promotion. Direct 
pastoral involvement includes teaching, mentoring, spiritually supporting, providing 


healthy food samples, and participating in physical exercise. The author developed the 





6. Satcher and Higginbotham, “The Public Health Approach,” 401. 


7. Ibid., 402. 


six-week program entitled Small Steps to a Healthier Lifestyle (Small Steps). The 
author/pastor taught congregants a biblical perspective on body-stewardship, the 
connection between God’s design of the body, and healthcare activities; she also 
participated in the physical exercise and introduced congregants to healthy nutrition. The 
goal of the study was to link spiritual and physical well-being. Therefore, all activities 
included prayer, praise reports, and giving thanks to God. 

This document is divided into six chapters. Chapter One outlines the ministry 
model of focus, explains why the author chose to focus on this particular model, and 
provides an in-depth analysis of the context in which the model was implemented. 
Chapter Two offers a review of the research literature related to the ministry focus of 
health. Chapter Three details a historical perspective of the church and the issue of health. 
This examines both Old and New Testament scripture as the biblical mandate for 
physical health and offers a theological framework for physical health. Chapter Four 
discusses the methodology and design of the health promotion model of Small Steps, 
which was intended to promote health and examine the impact of direct pastoral 
involvement on the physical health of congregants in a rural setting. Included in Chapter 
Four are the tools used to collect and analyze data. Chapter Five documents the details of 
the implementation phase of Small Steps and provides the analysis and interpretation of 
the collected data. Finally, Chapter Six concludes this work with the author’s reflections 
on the health program, lessons learned that may improve future outcomes, as well as 
recommendations for future research in the area of direct pastoral involvement in health 


promotion among congregants. 


The importance of the study was believed to be inestimable for both pastor and 
congregants. Healthy pastors and healthy congregants are crucial to the activities of holy 
living, which include lack of illness, quality of life, vitality, and energy. Combined, 
healthy and holy living include teaching and preaching the gospel, evangelizing the 
unsaved, caring for those in need, and worshipping and praising God. Healthy 


congregants can be more effective in all of life’s activities. 


CHAPTER ONE 


MINISTRY FOCUS 


The ministry focus of this writing is health promotion. More specifically, the 
focus is exploration of the benefits of a direct pastoral role in the promotion of physical 
health among rural congregants. The author was drawn to this focus because she had seen 
the physical pain and suffering that resulted when Christians did not take care of their 
bodies; and she suffered the premature death of her mother, maternal grandmother, great 
grandmother, and a younger sister because they refused to take care of their bodies. 
Conjointly, the author has had to make a personal decision to either live in health or to 
suffer as her family members have. Through a perfect storm of life events, the author 
believes that God calls her to teach and preach a holistic gospel, which includes the care 
of the temple body. 

The author grew up in Muscogee County, Georgia. She was the oldest daughter of 
four siblings. Her parents were working poor. She was raised in the church. However, at 
an early age, she noticed that there was a discrepancy between what God desired for his 
people and the lives they lived. Nowhere was that discrepancy more evident to the author 
than considering how people took care of their bodies. Even among saved people, there 
were individuals who drank to excess, smoked cigarettes, stayed up late on Friday and 
Saturday nights, and individuals who chose not to comply with medical instructions 


related to their illnesses. 


The author’s family were both saved and churched. However, many of her family 
members did not honor their bodies as the temple of the Holy Spirit. The author’s mother 
and maternal grandmother were smokers; they suffered from obesity, and were diagnosed 
with hypertension, diabetes, and congestive heart failure. Their diet was traditional 
Southern American foods, which included fried meats; vegetables seasoned with lard, fat 
back, or other fatty meats; and sweets. Despite instructions from doctors, numerous 
hospitalizations, and personal suffering, they refused to change their lifestyles. As a 
result, the author’s maternal grandmother died at forty-seven years old and the author’s 
mother died at age forty-eight. In addition, the author’s maternal great grandmother died 
of colon cancer because her diet consisted solely of boiled or fried meats and white 
potatoes. She did not eat fruits or vegetables, nor did she use seasonings beyond salt and 
pepper. The author is unsure how old her great grandmother was when she died; but, it 
was certainly too soon. The author’s younger sister was a smoker, diagnosed with 
hypertension. Her sister, like her mother and grandmother, ate a traditional southern diet 
and refused to change her lifestyle despite numerous hospitalizations and substantial pain 
and suffering. The author’s sister died at the age of fifty-two. The pain of each loss 
became cumulative. The pain of these losses was the impetus for this work and a turning 
point in the author’s life. 

Ironically, the author also had her own personal health struggles. She was 
diagnosed with hypoglycemia, or low blood sugar, at age twenty-one and spastic colitis 
(i.e., sowed movement in a portion of the colon) at age twenty-eight. Hypoglycemia is 
the polar opposite of hyperglycemia, yet the symptoms and plan of care are very similar. 


Spastic colitis can lead to colon cancer if proper diet, stress-reduction, and exercise are 


ignored. For years, the author, like her family members, refused to honor the frailties of 
her body. Year after year, she was confronted with the truth of either living in rebellion, 
as her mother had done, or making a conscious choice to obey the laws of health. She 
relived the times when she begged her mother to eat better, to exercise, and to not smoke. 
She remembered the pain hearing her mother say, “If I die, I will die happy” as she ate 
things that exacerbated her illnesses. At age twenty-nine, the author made a choice 
between illness and health — life and death. She decided to embrace her illness as a gift 
from God. Therefore, she changed her lifestyle to one that facilitated physical health in 
spite of her diagnoses. 

Taking care of her body became one of her passions. In 1999, she received the 
call to preach the good news of Jesus Christ. In 2005, she was called to pastor in rural 
North Carolina. The author soon realized that God had specifically called her to preach 
physical health as well as salvation of the soul. Having embraced physical health as a 
biblical mandate, the author believed God created an intersection between her passion 
and purpose by calling her to pastor in rural North Carolina. 

As a pastor in rural Scotland County, North Carolina, the author faced the 
physical suffering from preventable illnesses among her congregants. As a southern state, 
North Carolina had unique customs, foods, dialects, and southern accents. Historically, 
the population of the South was comprised of different people who came to the area due 
to varying circumstances. All of the people who came to this region brought their unique 
ways of cooking, which collectively became Southern American cuisine. The American 
Indians taught the settlers how to grow and cook corn. The Spanish settlers introduced 


pigs to the United States in the 1500s. West Africans brought watermelon, eggplant, 


collard greens, and okra. The French and Haitians introduced their unique spices. ! 

Historic events also had an impact on the availability of food and the evolution of 
food consumption in the Southern States. During the Civil War, many major battles were 
fought in North Carolina. The battles destroyed homes, plantations, farms, and food 
storages. Southerners were forced to depend upon the foods they could grow. 
Subsequently, survival during the war caused Southerners to use food items that would 
normally have been wasted, such as pig tails or pig ears. When the war was over, most 
African Americans in the South did not share in the economic recovery. Therefore, 
African Americans continued to do what they had done while enslaved; they made use of 
whatever simple and inexpensive foods they had. The simple foods included pig ears, pig 
tails, and pig feet. The simple food came to be affectionately known as soul food.” 
Southern African Americans continue to eat many of the foods that their less fortunate 
ancestors had to eat. In spite of the fact that most African Americans can now afford to 
eat healthier foods, consuming soul food is an intimate part of African American 
Southern culture, making it, among other foods, a staple at the dinner table. 

Corn was introduced to the early settlers by the Indians and has remained another 
staple of people throughout the Southern United States. Corn is used in grits, a breakfast 
food unique to the South. To make grits, the corn is hulled, ground, and then cooked to a 
thick soup-like consistency. However, corn is no longer relegated to grits; corn-on-the- 
cob, fried corn, and corn fritters are also eaten. Corn is now being used in processed food 


in the form of high fructose corn syrup. According to Jennifer Nelson in a Mayo Clinic 





1. “Origins of Southern Food: Applied Anthropology course project at University of West Florida, 
Pensacola,” (1996), www.foodbycountry.com/.../United-States-Southern-Region.html (accessed May 20, 
2010). 


2. Ibid. 


10 


Report, high fructose corn syrup is now being used in many processed foods because it 
extends shelf life and is less costly than sugar. The Mayo Clinic report warned that 
regular consumption of foods containing high fructose corn syrup contributes to obesity, 
which can lead to Type 2 diabetes, high blood pressure, and coronary artery disease.* 

Another food staple of the South is pork. Pork was introduced to the United States 
by the Spanish explorers in the 1500s.* Pork has become a principle part of the Southern 
diet and an economic staple of North Carolina, making the state the second leading hog 
producer in the United States.° Barbecuing pork is uniquely different in North Carolina. 
According to Chichi Wang, North Carolina means chopped pigs.° The South is famous 
for its grilled, barbecued pork, as well as a unique feasting event called a pig picking.’ A 
whole pig is roasted, sometimes in a hole dug into the ground to make an earth oven or 
on an upright spit. The pig is then displayed and people pick meat off the pig. Annually, 
North Carolinians have several barbecue cook offs. 

Pigs have played an important role in the life of Carolinians since pigs were 
introduced to the United States. According to the 1996 North Carolina Cooperative 


Extension Service report, crop farming has almost always existed alongside hog 





3. Jennifer K. Nelson, “Nutrition and Healthy Eating,” Mayo Clinic Online (October 2010), 
www.mayoclinic.com/.../nutrition-and-healthy-eating (accessed December 10, 2010). 


4. “Origins of Southern Food,” www.foodbycountry.com/.../United-States-Southern-Region.html. 

5. Donny Charleston, “Feeding the Hog Industry in North Carolina,” Sociation Today 2, no.1 
(Spring 2004). http://www.ncsociology.org/sociationtoday/v2 1/outline3.htm (accessed December 10, 
2010). 


6. Chichi Wang, “Notes from the South: North Carolina Barbecue,” http://www.seriousseats./com/ 
2010/best-north-carolina-barbecue (accessed May 21, 2010). 


7. Ibid. 
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farming.’ Massive growth in North Carolina's pork industry is evidenced by a 163% 
increase in pounds produced since 1970. Hog production changed the agricultural 
landscape of the state. In 1993, live hog production accounted for nearly 17% of the 
state’s agricultural market. With the exponential rise in hog production, North Carolina 
soared from its 1970 rank of eleventh among swine producing states to second in 1994.? 

North Carolina's present-day pork industry thrives on a network of individuals, 
farms, and businesses that grow and process hogs to produce an array of pork products. 
Tobacco was once the primary crop in North Carolina. However, hog farming now plays 
a more prominent role in the state’s economy. In 2003, Rebecca Leung reported on Sixty 
Minutes that tobacco farming had been replaced by something that was causing the state 
an even bigger headache — hogs. Leung stated that at any given moment North Carolina 
housed roughly 10 million hogs in barns as large as football fields. This required huge 
industrial farms, called corporate farms. The hogs are bred, born, and raised in indoor 
pens. According to Leung, “there are more pigs than people” in North Carolina. '!° 

In research from Matthews-Njoku, Asiabaka, and Adesope, assessing 
determinants of pork consumption in rural Nigerian households, the cost and supply of 


pork correlated with the amount of pork consumed.!! Although the research was 





8. Kelly Zering et al., “Swine Production in North Carolina,” North Carolina Cooperative 
Extension Service, (June 1996): 1, http:www.bae.nscu.edu/programs/extension/evans/swine.html (accessed 
May 21, 2010). 


9. Ibid. 


10. Rebecca Leung, “Pork Power,” http://www.cbsnews.com/stories/2003/06/19/60 
min.main/559478.html (accessed May 21, 2010). 


11. E.C. Matthews-Njoku, E.C. Asiabaka, and O.M. Adesope, “Determinants of Pork 
Consumption among Rural Households in River States, Nigeria,” The Social Sciences (2008): 341-342. 
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conducted on the other side of the world, using only a small sample (i.e., 25 homes) the 
findings concerning the availability of pork in North Carolina are noteworthy. 
Anecdotally, the members of the local contextual church report eating pork regularly. 
One local member would fry pork skins and sell them at a local plant to supplement her 
income. The children of another member who is diabetic and has had one leg amputated 
reported he becomes unmanageable if he does not have fat-back (non-lean bacon) at each 
meal. 

The uniqueness in Southern dining extends to the times meals are consumed. 
Traditionally in the South, the main meal of the day occurred at midday. It was called 
dinner. Supper was a smaller meal that was eaten in the evening. Currently in the South, 
the heavier meal is consumed in the evening and it is called dinner. !* 

Real discussion of Southern cuisine must encompass the favorite beverage of the 
region. Southerners have always had a penchant for iced tea. It is called sweet tea in the 
South because of the large amount of sugar placed in the tea. Sweet tea has recently been 
added to the menus of many fast food restaurants.'? One local church member declared 
that she had become addicted to sweet tea and experienced irritability in mood when she 
was not able to drink it on a daily basis. 

Whether it is attributed to the customs, culture, or types of foods consumed, the 
chronic diseases associated with diet and lack of exercise plague North Carolinians. 


According to America’s Health Rankings, in 2009, North Carolina ranked 37th among 





12. “Origins of Southern Food,” www.foodbycountry.com/.../United-States-Southern- 
Region.html (accessed May 22, 2010). 


13. Ibid. 
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the states, wherein one was the best. That ranking was unchanged from 2008. The report 
listed a 29.5% obesity rate and a 14.3% diabetes rate as contributors to the poor ranking. 
The state ranked 35th for consumption of fruits and vegetables, 38th for stroke rates, 43rd 
for high cholesterol, 37th for high blood pressure, 25th for heart attack (i.e., down from 
31st, in 2008), and 36th for diabetes (i.e., down from 37th, in 2008).'* As the numbers 
indicate, the health of North Carolinians is not good. The health status of North 
Carolinians was the impetus behind Governor James B. Hunt’s outline of the 2010 health 
goals for the state (i.e., Executive Order No. 147 — Health Carolinians, 2010).!> The 
Executive Order for a Healthier North Carolina was signed by the current governor, Bev 
Perdue. 

The health of the counties mirrors the health of the state. The local church where 
the research project was conducted is located in Laurinburg, North Carolina in Scotland 
County. The health concerns listed for Scotland County in Healthy Carolinians 2010, by 
priority ranking, were diabetes, heart disease, hypertension, health promotion and 
physical activity, and nutrition. The health ranking of the state and the priority ranking 
for addressing these preventable illnesses suggests that North Carolinians, as a whole, are 
not exercising and eating properly.'® 

According to the Centers for Disease Control, National Center for Chronic 
Disease Prevention and Health Promotion, “chronic diseases such cardiovascular disease, 


diabetes and cancer as well as adverse health conditions such as obesity are 





14. “United Health Foundation: America’s Health Ranking” http://www.americashealth 
rankings.org (accessed May 21, 2010). 


15. “Healthy Carolinians 2010,” http://www.health.carolinians.org (accessed May 21, 2010). 


16. Ibid. 
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preventable.”’” The report outlined points that have been highly publicized. Physical 
inactivity and poor dietary habits contribute to obesity, cancer, cardiovascular disease, 
and diabetes. One item that has not been widely publicized regarding inactivity and poor 
eating habits is that “together, these two behaviors are responsible for at least 300,000 


deaths each year.'* Some other findings in the report were: 


Regular physical activity reduces people’s risk for heart attack, 
colon cancer, diabetes, and high blood pressure, and may reduce 
their risk for stroke. It also helps to control weight; contributes to 
healthy bones, muscles, and joints; reduces falls among the elderly; 
helps to relieve the pain of arthritis; reduces symptoms of anxiety 
and depression; and is associated with fewer hospitalizations, 
physician visits, and medications.!° 


Goya Wannamethee and Gerald Shaper, doctors from London’s Department of 
Primary and Population Science, reported epidemiological support from various 
populations that leisure time physical activity reduces both coronary heart disease and 
stroke. In a prospective study, the doctors suggested that leisure time physical activity 
would also play a major role in decreasing type-2 diabetes.”° 

The church selected for implementation of the health promotion model literally 
sits at the boundary of North and South Carolina. The 150-person membership is African 
American. The members were predominately blue-collar workers who were born and 


raised in North or South Carolina. In 2007, a preliminary health assessment of church 





17. “Physical Activity and Good Nutrition: Essential Elements to Prevent Chronic Diseases and 
Obesity,” Nutrition in Clinical Care 6, no. 3 (2003): 135-38. 


18. Ibid., 135. 


19. “Physical Activity and Good Nutrition: Essential Elements to Prevent Chronic Diseases and 
Obesity,” 135. 


20. Goya S. Wannamethee and Gerald A. Shaper, “Physical Activity in the Prevention of 
Cardiovascular Disease,” Sports Medicine 31, no. 2 (2001): 102. 
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members was conducted by Shaw University Divinity School via UNC-CH/Shaw 
Partnership for the Elimination of Health Disparities. The assessment was a self-report 
survey. Sixty-five members of the congregation participated in the survey, 63% females 
and 27% males. The results were congruent with the health concerns of the state and 
county (See Appendix A). The results of the survey revealed the following health 
conditions to be a very big or big problem among the members: hypertension 34%, 
obesity 32%, and arthritis 31%. According to the assessment, the causes of death with the 
greatest health disparities among African Americans were diabetes, kidney disease, HIV, 
and homicide. African Americans are affected twice as much by the aforementioned.*! 

In the survey, church members reported a readiness to improve their health. Fifty- 
five percent of the participants strongly agreed that the church has a responsibility to 
promote health. Only 41% strongly agreed that they would attend programs or services 
offered by a health ministry. Specific lifestyle issues were perceived as factors that 
negatively influenced health (i.e., stress 45%, physical inactivity 44%, and unhealthy 
eating habits 47%). The congregants (i.e., 84%) revealed willingness to participate in 
research through the church to promote health.” 

Although more than half of the participants reported readiness to improve their 
health, no health promotion activity followed. In response to the continued pain and 
suffering among the congregation, the author decided to take action and develop a 
program that would, optimistically, have a positive impact on the health of congregants. 


The program focus was direct pastoral involvement in teaching, role modeling, and 





21. Shaw and UNC-CH Research Teams, Shaw University Divinity School and UNC-CH/Shaw 
Partnership for the Elimination of Health Disparities: Congregational Health Assessment Summary, 
Assessment Fletcher Grove Church, Laurinburg, N.C. (2007). 


22. Ibid. 


exercising with congregants. As the spiritual leader of the congregation, the author 
asserted that leading the congregation in healthy behavior was inherent to the pastoral 


role. 
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CHAPTER TWO 


STATE OF THE ART IN THIS MINISTRY PROJECT 


According to research conducted by Giselle Corbie-Smith and associates, pastors 
value health but they cite role-conflict and role-overload as preventing them from taking 
a leadership position in health research. Pastors also noted that they viewed their role in 
improving the health of their congregants as facilitative not as participative.! 

When the author initially considered developing a model of participative pastoral 
involvement in a health promotion program, she was encouraged that the pastoral role 
should be administrative rather than participative. It was suggested by one of her 
professional associates that pastors should develop an infrastructure to support health 
projects and appoint other church leaders to run the program. The rationale given was the 
enormity of the pastoral role. As acting pastor, the author was fully aware that assuming 
the lead role in the promotion of health among her congregants was adding additional 
responsibilities to an already demanding role. 

However, a facilitative model was not what the author desired to implement. The 
author was curious regarding the potential outcomes if the pastor assumed a direct and 


participative role as teacher, exercise participant, and spiritual support for his or her 
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congregants. Having experienced the power of pastoral influence in other areas, the 
author wondered what the impact of pastoral influence would be in health promotion. 

Although the author is blessed to be a health practitioner as well as pastor, she 
understands that some clergy may be reluctant to lead in matters of health because pastors 
are not usually trained health practitioners. However, some of the greatest health 
promotion now occurs in support groups composed of untrained people such as 
Alcoholics Anonymous, Overeaters Anonymous, and Grief Support Groups. 

It is widely publicized that there is a health crisis in America. This health crisis 
has caused the secular world, as well as pastors, to respond. For example, both Protestant 
and Catholic national platforms promote healthy living. Therefore, it is appropriate to 
explore the benefit of clergy participation and what that participation model looks like. 

Health ministries are developing across the United States and across 


denominations. Mary Chase-Ziolek writes: 


We live in an exciting time when congregations and health care 
organizations, clergy and health professionals are joining together 
to explore the possibilities of ministries of health...A congregation 
must have a meaningful motivation to consider health as a 
ministry...they may need assistance to see how this might be 
consistent with values they hold for ministry in general. A 
multidisciplinary perspective on health that considers biblical, 
theological, and denominational views on health as well as 
perspectives from the health fields can provide an understanding 
for the cultural context of health ministries and the potential for 
congregations to improve the health of their communities.” 


Many health ministries are led by assigned clergy who do not function as pastors. 


Further, Chase-Ziolek explained, “While there have been, and are, significant clergy 





2. Mary Chase-Ziolek, Health, Healing and Wholeness (Cleveland: Pilgrim Press, 2005), 1, 3. 


19 


leaders, health professionals have been in the forefront as the field has developed. The 
future is dependent on bringing more clergy and churches to the same level of 
commitment...’ 

According to Jackson W. Carroll, the clergy give shape to congregational culture, 
and to the congregation’s way of being. Carroll primarily refers to clergy in leadership 
roles as pastors. Carroll elaborates that “Through the core work of the pastoral office — 
preaching, leading worship, teaching, providing pastoral care, and giving leadership in 
congregational life — a pastor helps to ‘produce’ or at least decisively shape a 
congregation’s culture.”* The author of this text asserts that promoting health is part of 
the core work that shapes a congregational culture that values health and engages in 
health promotion. She believes that because of the uniqueness of religious culture, health 
promotion is best served by pastoral participation. 

The author’s exploration of the research literature did not reveal a model of 
participative pastoral involvement in health promotion among congregants. However, 
that does not mean that such a model does not exist. Rather, it may mean that pastors who 
may be directly involved in health promotion are not developing research protocols 
and/or publishing their work. 

This research project supports the idea that pastors shape culture. It supports the 
premise that when pastors lead health promotion, it is beneficial for both the congregants 


and the pastor. Finally, this research project defines maintaining health as a spiritual 





3. Chase-Ziolek, Health, Healing and Wholeness, 117. 


4. Jackson W. Carroll, God’s Potters: Pastoral Leadership and the Shaping of Congregations 
(Grand Rapids: Eerdmans Publishing, 2006), 25. 


20 


discipline and, hence, essential to the work of overall ministry. Despite not finding a 
participative model of pastors involved in congregant health in the literature explored, it 
is the hope of the author that this writing will encourage pastors to assume a participative 


role and publish the benefits of their work in the future. 


CHAPTER THREE 


THEORETICAL FOUNDATION AND REVIEW OF LITERATURE 


Theological Foundation of Health 


Theology has many definitions. Owen C. Thomas and Ellen K. Wondra define theology 
as “the methodical analysis and derived understanding of a Christian’s belief system.”! Theology 
based on Thomas and Wondra’s definition encompasses both a church and an individual pursuit. 
The church collective seeks to understand what the church believes and why the church exists, 
while individuals pursue their own personal understanding regarding God and their reason for 
existence. Theology is defined by Stanley J. Grenz as “reflection and the articulated expression 
of one’s faith.”* Grenz describes theology as “the belief system that undergirds our faith, our 
commitment and the lived experience of believers.”* Theology is defined in the Dictionary of the 
Christian Church as: 

... ‘the science of God’. Among the Greek Fathers it comes to have two 

specific references: it can denote either the doctrine of the Trinity (i.e., of 


God’s being, as opposed to his dealings with the created order), or it can 
mean prayer (as it is only in prayer that 
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God is truly known). Later,... it came to mean the science of the 
Divinely revealed religious truths. Its theme is the Being and 
Nature of God and His creatures and the whole complex of the 
Divine dispensation from the Fall of Adam to the Redemption 
through Christ and its mediation to men by His Church, including 
the so-called natural truths of God, the soul, the moral law, etc., 
which are accessible to mere reason. Its purpose is the 
investigation of the contents of belief by means of reason 
enlightened by faith (fides quaerens intellectum) and the promotion 
of its deeper understanding.* 


Practical theology, according to Grenz, is “the study of the practice of the church 
and its members, including norms, principles, and visions that guide such practices.”> The 
practical theology of the church answers the questions (a) what is necessary for the 
church to be the church, (b) what distinctive behaviors set it apart from the world, (c) 
what causes the church to grow and flourish in a God-ward direction, and (d) how does 
the church effectively carry out its mandate from God. For the Christian who is health 
focused, it is readily apparent that a practical theology of physical health in the 
community of faith is requisite to answer all of the aforementioned questions. 

Every believer and non-believer operates with certain notions about who God is 
or who God is not and what God’s existence or nonexistence means for their lives. Both 
atheist and believer maintain theological beliefs. The author holds that whether these 
individuals sat down and truly reflected on their personal faith system or not, a faith 
system still exists. Further, that belief system guides their everyday lives. The author 


further holds that not having reflected on one’s personal belief system in light of who 
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God is and what that means attitudinally and behaviorally can have a devastating effect 
on the life of a believer. 

The author believes the belief system about health is one that is not commonly 
examined in light of who God is. Further, the author believes that health is a natural truth 
that can be garnered through reflective theological reasoning that has been neglected by 
many believers. Many believers, in the author’s opinion, have not reflected on what God 
desires or what God’s directive is for physical health. Many have not made the necessary 
connection between faith and physical well-being, spirituality and types of food 
consumed, or religion and care of the body. Not having reflected on one’s personal 
beliefs about health in light of God has had a devastating impact on the well-being of 
believers. The body of Christ suffers from preventable diseases related to unhealthy 
lifestyle choices and behaviors. 

Therefore, it is the express purpose of this writing to reflect on health in a 
systematic way to encourage Christians to entertain a theology of the body and a theology 
of health. The purpose of the writing is not merely for reflective contemplation. It is 
hoped that those who read this research will develop a practical theological view of the 
body through the eyes of God and begin to care for the body as the physical temple that 
God designed it to be. 

As of October 19, 2010, no formal theology of health has been articulated by 
theologians or the science community. An email inquiry regarding a formal theology of 


health was sent to the Director of the Center for Spirituality, Theology and Health at 
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Duke University, Dr. Harold G. Koenig, which was responded to in the following 
manner, “...nothing to my knowledge. You could be the first!’ 

The author reasons that the place to begin developing a theology of health is to 
biblically examine the subject of health, the body. There is general agreement in the faith 
community that God is the creator of the heavens and earth, and all that is contained 
therein. There is also general agreement among those who accept the Biblical Creation 
story that God created man and woman in His image. Fundamentally, God created the 
body of man and woman. The creation story of Genesis informs us in Gen. 2:7 NRSV, 
“then the LORD God formed man of the dust of the ground, and breathed into his nostrils 
the breath of life; and the man became a living being.” The Living Bible records the same 
verses, asserting, “The time came when the Lord God formed a man’s body from the dust 
of the ground and breathed into it the breath of life. And man became a living person.”’ 

In Gen. 2:19-22, the Bible records the creation of woman: 

So out of the ground the LORD God formed every animal of the 

field, and every bird of the air; and brought them to the man to see 

what he would call them; and whatever the man called every living 

creature, that was its name. The man gave names to all cattle, and 

to the birds of the air, and to every animal of the field; but for the 

man there was not found a helper as his partner. So the Lord God 

caused a deep sleep to fall upon the man, and he slept; then he took 

one of his ribs and closed up its place with flesh. And the rib that 


the Lord God had taken from the man he made into a woman and 
brought her to the man.® 


If one accepts that God created the body of man and woman then one must also 


accept that God designed the body to function well. The scriptures state that God 
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proclaimed all that He made as good and very good. It is congruent with the biblical 
creation narrative that the design of the body was very good. According to Gen. 1:31: 
“God saw everything that he had made, and, indeed, it was very good...”? Although the 
proclamation of being very good is not pronounced over man and woman, it follows that 
when God surveyed all that He had made and pronounced it very good that included the 
bodies of man and woman. In the beginning the human body was very good. David 
attests to the wonder of the human body in Ps. 139:13-16: 

For it was you who formed my inward parts; you knit me together 

in my mother’s womb. I praise you, for I am fearfully and 

wonderfully made. Wonderful are your works; that I know very 

well. My frame was not hidden from you, when I was being made 

in secret, intricately woven in the depths of the earth. Your eyes 


beheld my unformed substance. In your book were written all the 
days that were formed for me, when none of them as yet existed. '° 


It is also noteworthy that all of creation was spoken into existence by God except 
man and woman. Man and woman were shaped by the hands of God. It was to man, and 
it follows also to woman, that God breathed His breath into their nostrils. The fact that 
the body of man and woman were shaped by the hands of God, in the author’s 
contemplation, elevates the body to a sacred level. Scripture supports the sacredness of 
the body. The Bible describes the body as sacred in | Cor. 6:19-20: “Or do you not know 
that your body itself is a temple of the Holy Spirit within you, which you have from God, 
and that you are not your own? For you were bought with a price; therefore glorify God 


in your body.”!! 
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As noted in the historical section of this writing, the view of the body vacillated 
between being an imprisonment of the soul to being the embodiment of the Holy Spirit of 
God. This dualistic thought process impacted the care given to the body throughout 
history. According to Elizabeth Pahk Cressman, “The ultimate nature of reality was seen 
as spiritual and immaterial and there was an antithesis between the soul and the body. 
People were indoctrinated to believe that the human body with its senses was evil, 
covered by corruptible flesh and riddled with sin.”!* Frederick J Parrella offered the 
following: 

The dualism between body and soul that found expression in the 

concept of the immortality of the soul has persisted in Christian 

thought into our own times and has had several negative 

consequences on both theology and piety...The earthly pursuit of 

justice and peace was passed over for the struggle to save one’s 

soul, with little thought of the importance of bodily existence or 

the body itself as a part of God’s creative will. Sin, in both 

Catholic and Protestant traditions, was too closely associated with 

the body in a physicalist sense rather than with the attitude of self 


sufficiency, failure to trust, and estrangement of the whole person 
from the divine." 


Given that the human body was created perfect and sacred in the image of God, it 
is reasonable to assert that the fall of human beings through the sin of the First Adam 
resulted in the fall of the whole person, to include the body. It would follow that the 
reconciliation of human beings wrought by the Second Adam facilitated the 


reconciliation of the whole person, to include the body. 
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The sacred nature of the body can also be inferred from the sacred work that God 
has called the body to do. The great commission to evangelize the world is given to the 


body. In Matt. 28: 18-20 these words are recorded in The Message Version: 


Jesus, undeterred, went right ahead and gave his charge: ‘God 
authorized and commanded me to commission you: Go out and 
train everyone you meet, near and far, in this way of life, marking 
them by baptism in the threefold name: Father, Son, and Holy 
Spirit. Then instruct them in the practice of all I have commanded 
you. I’ll be with you as you do this, day after day after day, right 
up to the end of the age.’!* 


The sacred work of going out into the world, teaching, and baptizing in the Holy Trinity 
is given to the body of man and woman, for it is necessary for the feet to go, necessary 
for the mouth to teach, and necessary for the hands and the coordination of the body to 
minister the sacrament of baptism. 

In the book of Hag. 2:11-14 these words are written: 

Thus says the Lord of hosts: Ask the priests for a ruling: If one 

carries consecrated meat in the fold of one’s garment, and with the 

fold touches bread, or stew, or wine, or oil, or any kind of food, 

does it become holy? The priests answered, ‘No.’ Then Haggai 

said, ‘If one who is unclean by contact with a dead body touches 

any of these, does it become unclean?’ The priests answered, “Yes, 

it becomes unclean.’ Haggai then said, ‘So is it with this people 


and with this nation before me, says the Lord; and so with every 
work of their hands; and what they offer there is unclean.’ !> 


Although the words contained in Haggai were specific to the nation of Israel and a 
particular time in their history, it reveals something about the character of God. In context 


of God’s character, He would not commit the holy work begun by His Son to be carried 
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out by evil people. The man and woman who are reconciled back to God are reconciled 
back to Him in body as well as in spirit. Therefore, they will not pervert nor pollute the 
work that He has commissioned them to do. 


Professor Carl Braaten, a leading theologian in American Lutheranism, wrote: 


...Christianity today is called to announce and celebrate the 
sacredness of the body as the temple of the Spirit and to fight for 
its well-being on every front. The Spirit of God draws us more 
deeply into our bodies to care for them and to love others through 
them...We are called to follow that incarnational current down to 
the earth and into our bodies where we receive life and enjoy 
health.!° 


In the book Body by God, Dr. Ben Lerner, a U.S. Olympic team physician at the 1996 


Olympic Games, elaborates: 


If someone gives you a car, a computer, a watch, a TV, a DVD 
player, a board game, an electronic planner or anything else that’s 
complex, you need to read the owner’s manual in order to learn 
how to use it, maintain it, fix it, and get maximum enjoyment and 
benefit from it. If you do not read the manual, you usually end up 
utilizing only a small percentage of the potential these gifts have to 
offer... You have been given the most awesome, divine, complex 
gift in the world: your body. If life has not been working out, it is 
not the fault of the manufacturer! Pains, dysfunctions, failures, and 
psychological and emotional breakdowns are most likely due to 
failure to read the manual... The reason most health-books and 
positive-mental-attitude programs fail to create any long-term 
success is that the information is only man’s and little of it is 
God’s. While human teachings and philosophies often can be 
impersonators of God’s wisdom, they are devoid of real power.!’ 


The point made by both Braaten and Lerner is that the body is a sacred and divine 


gift, designed, and given to the care of the one who inhabits it. How the body should 
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function is inherent in how God designed the body. How the body is to be taken care of is 


also inherent in how God designed the body. Therefore, the care and maintenance of the 


body should be consistent with God’s design of the body. Although Lerner calls his book 


the manual for health of the body, Lerner’s book is based on God’s Word. Optimal 


functioning of the body and health of the body, according to Lerner, can only occur and 


be preserved by paying attention to instructions from the designer. Therefore, instruction 


offered in Lerner’s book is consistent with God’s design of the body. 


Based on contemplation of scripture and the wisdom of health research, the author 


advances the following theology of physical health: 


1. 


The physical structure/the body is sacred in that the body was created by God 
and enlivened by the breath of God. 

The created being has been given stewardship over the sacred created body as 
he/she has been given stewardship over all that God created. 

Stewardship of the body, as with all of creation, is a sacred trust. 

Physical use and care of the body based on God’s design honors God who 
created the body and fosters health. Physical misuse and inappropriate care of 


the body creates sickness and disease and dishonors God. 


. The body is functionally designed to operate optimally in health. 


Physical health is the optimal functioning of the body which occurs when man 
and woman respect God’s structural design of the body: skin, bone, joints, 
circulatory system, lungs, digestive system, nervous system, metabolic 


system, excretory system, and interdependent systems’ functioning. 
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7. Physical symptoms are the language given the body by God to communicate 
with the one who has stewardship over it. 

8. As man and woman are called to listen to the voice of God as it relates to 
moral conduct and behavior, man and woman are also called by God to attend 
to the voice given to the body in symptoms as feedback to maintain health. 

The theology espoused above will not be fully developed in this writing. The focus of this 
writing will be on tenets three and six which will be the primary principles guiding the 
author’s research. 

Attention has already been given to God bestowing sacredness on the body 
according to scripture. All Christians must be willing to embrace the sacred trust they 
have been given to care for the body — tenet three. The Bible describes man and woman’s 
responsibility to creation in Gen. 1:26: “Then God said, “Let Us make man in Our image, 
according to Our likeness; let them have dominion over the fish of the sea, over the birds 
of the air, and over the cattle, over all the earth and over every creeping thing that creeps 
on the earth.’”!8 People were given the place of dominion over the earth, the highest 
position in creation.!? Dominion, as used in the scripture, equates to being given rule over 
creation. According to the MacArthur Study Bible Commentary, the role of dominion 
over the earth was given to the man and to the woman. The MacArthur Commentary 
states: “...these two persons equally shared God’s image and together exercised 


dominion over creation, they were by divine design physically diverse in order to 
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accomplish God’s mandate to multiply.”*° Therefore, as it relates to ruling over creation 
and to ruling over the body, both man and woman are called to care for the earth and the 
body. Again, in order to care for the body and maintain the health of the body, attention 
must be given to God’s design of the body. 

What follows is how the design of the body leads to practical application of tenet 
six in the theology of health. An exhaustive study of the body is beyond the purview of 
this writing. The author, however, will offer some basic information to sensitize the 
reader to the importance of proper nutrition, exercise, and hydration. 

Much of the information regarding God’s design of the body is taken from More 
Than Meets the Eye by Dr. Richard Swenson. The author of this research maintains that 
no other author credits God or inspires awe and wonder of the human body as Swenson 
does. The book is a must read for any believer who desires to be more in awe of the 
creative aspect of God’s character. 

The Bible informs the reader that the body was shaped from the dust. The exterior 
of the body is skin. According to Swenson, 

...the skin is the largest organ of the body. It weighs eight or nine 

pounds and has a surface area of over two square yards. The skin 

performs remarkable services. For one, it keeps all water inside. 

Our bodies are 60 percent water, and were it not for the skin we 

would quickly be a puddle on the floor...a much more complex 

process than it appears. The skin must keep almost all of the water 

in, while allowing some to escape, through sweating, for 

temperature control...be waterproof from the outside as 

well...protects against invasion of harmful agents, including 

chemical and microbes...skin is an unyielding and vigilant 

guard...skin cells are continuously turning over — billions per day. 

The epidermis is replaced every couple weeks...Over a lifetime we 


each shed forty pounds of dead skin...about a pint of water is 
undetectably lost through the skin every day, called insensible 
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perspiration. ..it is possible to lose as much as two gallons a day 
through overt perspiration.”! 


Conversely, Lerner reminds us of our humble beginning in a different way. Lerner writes, 


...while the BBG (body by God) can go weeks without food, it 
cannot go long without water before suffering some malfunction of 
all its operating systems. In fact, after only a few days without 
water, the entire BBG can shut down completely. Your Body by 
God is made up mostly of water. If you took the water out of your 
body, you would basically be powder.” 


Without water, human beings would return to the dust from which they were created. 

The skin is an organ that works with the other organs of the body. According to 
the Mayo Clinic, water is the body's principal chemical component. Every system 
depends on the water that the skin holds in. As Swenson explains, 

The brain, for example, is 70 percent water, the skeletal muscle 75 

percent, and the lung tissue nearly 90 percent. If we lose even as 

much as 3 percent of our total body water, the resultant 


dehydration causes both fatigue and dysfunction. The loss of 10 
percent threatens life.” 


Water flushes toxins out of vital organs through the skin and kidneys. The kidneys, along 
with the skin, conserve water. Water also bathes the cells in nutrients, and moisturizes 
ear, nose, and throat tissues.* According to the Harvard Heart Letter, the skin can be a 
barometer to problems of the heart and arteries. Yellowing of the skin or jaundice can be 


reflective of problems in the liver. Dried, cracked skin may suggest dehydration or other 
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problems.”> Reviewing the information above, it is apparent that the health of the skin 
requires adequate hydration, protection from injury, and cleansing to remove the dead 
skin and keep the pores open. 

There are several approaches to determine how much water needs to be consumed 
in order to promote overall physical health and to support the health of the skin. The 
options are (a) replacement of water lost, (b) 8X8 or eight 8-ounce glasses a day, or (c) 


dietary recommendations. These three approaches are outlined herein: 


Replacement approach: The average urine output for adults is 
about 1.5 liters (6.3 cups) a day. You lose close to an additional 
liter (about 4 cups) of water a day through breathing, sweating and 
bowel movements. Food usually accounts for 20 percent of your 
total fluid intake, so if you consume 2 liters of water or other 
beverages a day (a little more than 8 cups) along with your normal 
diet, you will typically replace your lost fluids. 

Eight 8-ounce glasses of water a day: Another approach to water 
intake is the "8 x 8 rule" — drink eight 8-ounce glasses of water a 
day (about 1.9 liters). The rule could also be stated, "Drink eight 8- 
ounce glasses of fluid a day,” as all fluids count toward the daily 
total. Although the approach really isn't supported by scientific 
evidence, many people use this easy-to-remember rule as a 
guideline for how much water and other fluids to drink. 

Dietary recommendations: The Institute of Medicine advises that 
men consume roughly 3 liters (about 13 cups) of total beverages a 
day and women consume 2.2 liters (about 9 cups) of total 
beverages a day.”° 


There is one other approach offered in the Mayo Clinic online article; the 
suggestion is to listen to the body. Persons should drink water until they no longer feel 


thirsty and the urine is slightly yellow. No matter which approach the believer chooses, 
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hydrating the body follows God’s design. Neglecting to hydrate the body impairs the 
optimal functioning of the body’s largest organ and first line of defense — the skin. 
Inadequate hydration also impairs the optimal functioning of other organs and impairs 
health. 

Beneath the skin is the musculoskeletal system. It is called the musculoskeletal 
system because of the synchronous function of bone and muscle together. Swenson 


explains, 


The adult human has 206 bones, a number 40 percent decreased 
since infancy due to the fusion of adjacent bones. Bones are a 
composition of mineral crystals (mostly calcium and phosphorus), 
collagen and cells. The resultant material is as strong as granite in 
compression and twenty-five times stronger than granite under 
tension... The femur is stronger than reinforced concrete and must 
bear an average of 1,200 pounds of pressure per square inch with 
each step. The midshaft of the femur is capable of supporting a 
force of six tons before it fractures. Bone is living tissue with a 
vibrant blood and nerve supply. Yet by volume, only 2 percent of 
bone is made up of cells. These cells are capable of destroying old 
bone structure (the osteoclasts) and rebuilding new bone (the 
osteoblasts). Our skeleton, on average replaces itself totally about 
every seven years...Of the two to four pounds of calcium in the 
body, nearly 99 percent is in the bones and teeth... The core of 
many bones contains marrow, a remarkable blood cell factory that 
turns out a trillion cells daily. It produces red blood cells (with a 
life span of 120 days), platelets (with a life span of 6 days) and 
white blood cells (with a life span of 1 day or less).?’ 


The Encyclopedic Atlas of the Human Body describes the role and function of bones: 


Their structure is designed to best serve their mechanical functions 
and is continually remodeled throughout a lifetime. The role of 
bones in body movement is best seen in the limbs. The limb bones 
act as levers which are moved by the muscles attached to them in 
much the same way that the arms of a crane are activated by 
motors...The structure of bone changes according to the stress 
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applied to it. Exercise strengthens bones, while a prolonged state of 
inactivity weakens bone structure.”® 


The bones work in tandem with muscles. Muscles are attached to bones to create 


movement. 


The muscular system, which brings about bodily movement 
includes voluntary muscles of the body. These muscles range in 
size from the tiny muscles that wrinkle the forehead to the large 
muscles of the thigh... There are about 700 muscles in the body.”? 


The body is comprised of voluntary muscles that are controlled by the person. 
However, God equipped the body with two types of muscle — voluntary and involuntary. 
The involuntary muscles are found in the smooth muscle walls of internal organs such as 
the heart, lungs, and stomach. The involuntary muscles are not under conscious control 
by the person.*° In other words, the heart beats whether one tells it to or not. The lungs 
will inhale when the oxygen/carbon dioxide ratio is disproportionate whether the person 
wants to breathe or not. For example, many children are disappointed when they attempt 
to manipulate their parents by holding their breath. The lungs do not cooperate in the 
manipulation. 

The role of muscle is to coordinate with the bones to facilitate movement. 
Movement of the body is often taken for granted. The symphony necessary to create 


movement often goes unnoticed. 
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Each movement of a limb, however simple, is the result of a 
number of muscles working together. In kicking a football, the 
quadriceps is the prime mover, or agonist muscle. Its attachment 
on the femur is stabilized by muscles of the hip. The hamstring 
muscles, which have the opposite action to the quadriceps, begin to 
contract as the leg picks up momentum to control the force of the 
kick. The contraction of these muscles, which are called antagonist 
muscles, is maximal at the end of the kick to stop the movement.?! 


Very few believers appreciate the coordination of muscles necessary for praise 
dance, for lifting their hands in praise to God, to baptize a new believer, or to greet 
brothers and sisters-in-Christ with a handshake. God designed the body so that many of 
the actions of the body seem effortless. The subsequent problem is that the awe deserved 
for the everyday activity of the body does not occur. Swenson explains the phenomenon: 

Where one bone is joined with another, the connecting tissue is 

called a ligament. Where bone is joined to a muscle, the 

connecting tissue is called a tendon...the body’s bones and... 

muscles work together as integrated units, often hinged by joints. 

Just lifting a forkful of food from the plate to the mouth involves 

the use of more than thirty joints. If our spiritual sensitivity were 

sufficiently alert, the eye-brain-nerve-bone-joint-muscle 


coordination permitting such a movement would consistently 
inspire awe each time it was successfully completed.*” 


A visual expression of God’s design helps one to see what cannot be observed 
from the outside of the body. It has been said that a photograph is worth a thousand 
words. The author believes that visualizing the skeletal bone and skeletal muscles can say 
more than the writing of a thousand descriptions. (See Appendix B) 

One can begin to see the awesome creation that is the human body. One can also 


begin to appreciate God’s attention to detail in designing the body. Awe and inspiration 





31. Arnold et al., The Encyclopedic Atlas, 50. 


32. Swenson, More Than Meets the Eye, 89. 


3d 


of God’s design are necessary to elevate physical care of the body to the sacred trust that 
it is. Christians are covenant stewards of the physical bodies and the physical health of 
the body. 

Caring for the body based on God’s design is critical. When human beings respect 
God’s design of the body and take care of the body accordingly, health and optimal 
functioning are the results. However, when one disregards that the design of the body 
should dictate care and maintenance, ill health results. For example, disregarding 
adequate hydration leads to fatigue and impairment of toxin removal from the body. 
Disregarding adequate calcium intake from food sources and/or supplementation leads to 
weakened bone structure and impairment of the bone to manufacture blood and recreate 
itself. Living a sedentary lifestyle weakens the bone, whereas exercise strengthens bone. 
The human body is a miraculous creation by God and must be viewed and cared for 
based on God’s sacred design. 

Body theology, according to Christopher K. Richardson, calls for theologians to 
address not only what theology says about the body, but also what the body says to 
theology and about theology. Richardson writes: 

Body theology views living beings as integrated-body-selves...We 

do not experience life as floating ethereal spirits, but as organs, and 

muscles and veins and bones. We do not eat ideas, but the flesh of 

plants and animals...we do not possess the body but rather the body 


possesses us in life...calls us to see physical nurture as an 
intrinsically religious form of service.*? 
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The skin, bones, and muscles of the body are the larger systems. The internal organs and 
glands are also important in the overall functioning and physical health of the body. The 
heart, arteries and veins form the circulatory system. Currently, television commercials 
tout all kinds of medications to keep the arteries open by removing plaque buildup from 
the arterial walls. The circulatory system is as awesome as the skin, bones, and muscles. 
Caring for the body based on God’s design diminishes the need for medication to remove 
plaque from the arterial walls. 

Swenson’s description of the heart which circulates the blood inspires awe and 
reverence of God. It should also inspire wonder for the believer of the body he or she 
inhabits. 

Every day, uncomplaining, this ten-ounce muscle contracts 100 

thousand times nary “missing a beat.” Over a lifetime of faithful 

service, these two self-lubricating, self-regulating, high-capacity 

pumps beat two and one-half billion times and pump sixty million 

gallons of blood...Even though the heart spends two-thirds of its 

life resting, the word “lazy” doesn’t apply...three weeks after 

conception, a sheet of electrically excitable cells organize 

themselves into an immature heart and begin beating...At fourteen 


weeks this heart is already pumping seven gallons per day — 
compared to two thousand gallons a day for the adult.*4 


The heart is actually responsible for managing two circulatory systems at once. 
The heart manages the circulation of oxygenated blood through the functioning of the left 
side of the heart, while also managing the circulation of deoxygenated blood via the right 
side. The heart must carry out this complicated task, never allowing the mixing of the 


oxygen carrying blood with blood that is without oxygen through a series of valves. The 
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valves of the heart, like the bones, muscles, ligaments, and tendons, perform with 
symphonic harmony — opening and closing.*> Arnold and his colleagues elaborate: 
During ventricular systole (when the ventricles contract), the aortic 
and pulmonary valves open to allow blood to be pumped into the 
pulmonary and general circulatory system, while the mitral and 
tricuspid valves remain closed. During ventricular diastole (when 
the ventricles dilate), the aortic and pulmonary valves close while 


the tricuspid and mitral valves open to allow blood to pass from the 
atria into the ventricles.*° 


This small organ, the heart, is responsible for circulating oxygen and nutrients 
throughout the body. God, in His infinite wisdom, equipped the heart to function without 
the need for conscious control. It continues to do its work in the comatose body, in the 
body of those who may desire to give up, and in those who are incapacitated by illness or 
disease. To do its work, the heart requires about 8% of the body’s total oxygen 
consumption, which is supplied by the right and left coronary arteries. They are so called 
because they wrap themselves around the heart like a crown.*” Congestion of the 
coronary arteries results in lack of appropriate oxygen to the heart muscle. Severe 
blockage of the coronary arteries is responsible for heart attacks. 

Arteriosclerosis, or hardening of the arteries that feed the heart, has become the 


major cause of death in the developed world.*® The most common cause of 





35. Arnold et al., The Encyclopedic Atlas, 78. 
36. Ibid., 79. 

37. Ibid. 

38. Arnold et al., The Encyclopedic Atlas, 89. 


39. Ibid., 88. 


40 


arteriosclerosis is fatty deposits on the inner lining of the artery wall. The risk factors for 
arteriosclerosis “include high blood pressure (hypertension), cigarette smoking, obesity, 
elevated levels of cholesterol in the blood. Physical inactivity and a family predisposition 
are also risk factors.”*? 

The Body of Christ is plagued by disorders in health directly related to the 
disregard of God’s design of the body. According to the Centers for Disease Control and 


Prevention, chronic diseases that affect the heart, diabetes, obesity, and some cancers are 


preventable. 


Physical inactivity and unhealthy eating contribute to obesity, 
cancer, cardiovascular disease, and diabetes. Together, these two 
behaviors are responsible for at least 300,000 deaths each 
year...Regular physical activity reduces people’s risk for heart 
attack, colon cancer, diabetes, and high blood pressure, and may 
reduce their risk of stroke. It also helps to control weight; 
contributes to healthy bones and muscles and joints; reduces falls 
among the elderly; helps to relieve the pain of arthritis; reduces 
symptoms of anxiety and depression and is associated with fewer 
hospitalizations, physician visits, and medications.” 


The human body was designed for movement as evidenced by its design: bones, 
muscles, tendons, and joints. The heart, which manages the circulation of blood and 
nutrients to the whole body, is a muscle and, therefore, needs to be exercised to do its 
work effectively. Based on God’s design, living a sedentary lifestyle is not congruent 
with good stewardship of the body; exercise of the body is congruent with God’s design. 


Dr. Sandra Sponk and associates compared clinical success, functional capacity, and 
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quality of life between patients undergoing surgery for intermittent claudication, which 
causes severe leg pain, and those who were treated through a structured exercise 
program. The findings “After 6 and 12 months, [revealed that] patients with intermittent 


claudication benefited equally from either endovascular revascularization or supervised 


exercise. Improvement was, however, more immediate after revascularization.” *! 


The body is a wondrous creation equipped with organs that process both material 
and immaterial things - food as well as thoughts. It cleans and purifies toxins through 
various organs and extracts nutrients necessary to sustain life from the foods we eat. The 
nutrients needed to maintain health include vitamins and minerals. The Centers for 
Disease Control and Prevention offer the following helpful information to those who 


desire to maintain health of the body: 


Vitamins are organic substances (made by plants or animals), 
minerals are inorganic elements that come from the earth; soil and 
water and are absorbed by plants. Animals and humans absorb 
minerals from the plants they eat. Vitamins and minerals are 
nutrients that your body needs to grow and develop normally. 
Vitamins and minerals have a unique role to play in maintaining 
your health... Vitamin D helps your body absorb the amount of 
calcium (a mineral) it needs to form strong bones...the body cannot 
produce calcium; therefore, it must be absorbed through our food. 
Other minerals like chromium, copper, iodine, iron, selenium and 
zinc are called trace minerals because you only need very small 
amounts of them each day. The best way to get enough vitamins is 
to eat a balanced diet with a variety of foods.*” 
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The human body was created by God to function well. The believer is called to 
glorify God in the body that He created. Specifically, in 1 Cor. 6:19-20, believers are 


challenged: 


Or do you not know that your body is a temple of the Holy Spirit 
within you, which you have from God, and that you are not your 
own? For you were bought with a price: therefore, glorify God in 
your body.*? 


The care of the body is a sacred trust to man and woman, as is all creation. Therefore, 
human beings honor God when they demonstrate respect and care for their bodies. The 
Social Principles of the United Methodist Church, V. Right to Health Care, encapsulates 
every believer’s responsibility to their body: 

...stewardship of health is the responsibility of each person to 

whom health has been entrusted. Creating the personal, 

environmental, and social conditions in which health can thrive is a 

joint responsibility — public and private.“ 

If one accepts the creation narrative as the history of the beginning, then one must 
also accept that man and woman were shaped by the hands of almighty God. Accepting 
the creation narrative also requires acknowledging that man and woman image the Divine 
in some manner. Finally, accepting the creation story in Genesis as a theological 
statement requires that the body of man and woman be viewed as: the creation of God 
that is very good; a gift like the rest of creation that belongs to God and man and woman 


are to exercise stewardship over it; a creation of awe and wonder designed for optimal 
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functioning and health, and it is man and woman’s responsibility to care for the body 
based on God’s design. 

A theology of the body and health is necessary to sensitize the believer to the 
sacredness of the body. Envisioning the body from the beginning in the hands of God 
who shaped it and formed it in His image makes it difficult to deny that the body is 
sacred. Coupling that with the sacred work that the body has been commissioned to do in 
the earth makes it even more difficult to deny that the body reconciled through Jesus 
Christ is sacred. The body is an awe inspiring divine creation that necessitates care based 
on its divine design. Believers are well served to contemplate the body through the eyes 
of God, develop or embrace a theology of the body, and develop a theology of health that 
leads to participation in health behaviors that include adequate hydration, proper 


nutrition, and exercise. 


Biblical Foundation of Health 


There is no doubt that if asked, most people would affirm that they desire to be 
healthy. However, defining the word health is not so simple. The definition of health 
differs depending on the source one examines. The World Health Organization (WHO) 
defines health as “‘a state of complete physical, mental and social well-being and not 


merely the absence of disease or infirmity.”*° WHO’s definition was adopted in 1946 and 





45. World Health Organization, (2003), http://www.who.int/about/definition/en/print.html 
(accessed August 25, 2010), 1. 


44 


signed by representatives from 61 states.*° That definition has not changed since 1948. 
Some suggest that WHO’s definition is antiquated and is no longer broad enough. 

Cornelius J. van der Poel writes that health exists on a continuum; therefore, 
health and illness do not necessarily cancel out one another.*” Van der Poel’s theory is 
reasonable considering that one can be healthy and experience a state of complete 
physical, mental, and social well-being while undergoing illness. According to Medical 
News Today, “For humans, physical health means a good body...which is healthy 
because of regular physical activity (exercise), good nutrition, and adequate rest.” 

The Theological Dictionary of the New Testament defines health as “...the normal 
state and is highly valued...health implies a proper balance of the whole. There is a 
health of the body, soul, and spirit that belong together.”*? Mark J. Hanson of the 
University of Montana links health and salvation as health is central to salvation in the 
Old and New Testament.*° Michael Slaughter contends that God calls Christians to live in 
holiness or to live whole lives. The command for holy living is repeated in the bible more 
than a dozen times.>! 


The author concurs with the theoretical constructs documented herein. Aligned 


with these perspectives, the author has adopted an integrative working definition for the 
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proposed research. The proposed definition of health encompasses the belief that health is 
a holistic state of being that is established and maintained through certain behaviors. 
Specifically, health requires proper diet, exercise, and spiritual interaction with God and 
other human beings. 

No matter which definition one applies, the Bible is not silent regarding health 
and practices that lead to health. The Psalm author in 42:11 describes God as the health 
of his countenance. Ps. 67:2-3 declares, “God be merciful unto us, and bless us and cause 
his face to shine upon us; Selah. That thy way may be known upon earth, thy saving 
health among all nations.”>? 

The physical wellbeing of God’s people is given prominence in the Old 
Testament. Genesis | provides an account of the creation. In the beginning, God created 
all that now exists. Man and woman were created in the likeness and image of God. The 
earth was in perfect harmony. Man and woman were holistically sound — whole. Health 
was humanity’s birthright. There was no disease, no illness, and no lack of health. In the 
beginning, God instructed his created beings and explained what they should eat to 
maintain physical health. Gen. 1:27-29 documents: 

So God created humankind in his image, in the image of God he 

created them; male and female created he them. God blessed them, 

and God said unto them, Be fruitful, and multiply, and fill the 

earth, and subdue it: and have dominion over the fish of the sea, 

and over the birds of the air, and over every living thing that moves 

upon the earth. God said, See, I have given you every plant 


yielding seed, that is upon the face of all the earth, and every tree 
with seed in its fruit; you shall them for food.*? 
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From the beginning, the Bible has offered instruction regarding how the human 
being is to maintain physical health. In Leviticus, chapter 11, and Deuteronomy, chapter 
14, God outlines the animal food that the children of Israel were and were not to eat. 
According to the Bible Knowledge Commentary, the list of foods may have been 
prescribed based on hygienic considerations.** Some commentators believe that the 
primary reason for God’s prescriptive list of food was not for hygiene. Rather, some 
believe that the stipulations were given primarily to identify Israel as unique and holy 
unto God. That reasoning was predicated on the fact that at the conclusion of both 
identified scriptures, Israel was affirmed to be God’s elect.>> It is, however, also 
reasonable to assert that in establishing Israel’s uniqueness and holiness, God saw that 
what they physically consumed played a pivotal role in their uniqueness and holiness. 

As reiterated throughout this document, the Bible is not silent on matters of 
health. One of the most illustrative stories in the Old Testament regarding health and the 
pivotal role that choice plays in health is told in Dan. 1: 1-15: 

In the third year of the reign of King Jehoiakim of Judah, King 

Nebuchadnezzar of Babylon came to Jerusalem and besieged it. 

The Lord let King Jehoiakim of Judah fall into his power, as well 

as some of the vessels of the house of God. These he brought to the 

land of Shinar, and placed the vessels in the treasury of his gods. 

Then the king commanded his palace master Ashpenaz to bring 

some of the Israelites of the royal family and of the nobility, young 

men without physical defect and handsome, versed in every branch 

of wisdom, endowed with knowledge and insight, and competent 

to serve in the king’s palace; they were to be taught the literature 

and language of the Chaldeans. The king assigned them a daily 


portion of the royal rations of food and wine. They were to be 
educated for three years, so that at the end of that time they could 
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be stationed in the king’s court. Among them were Daniel, 
Hananiah, Mishael, and Azariah, from the tribe of Judah. The 
palace master gave them other names: Daniel he called 
Belteshazzar, Hananiah he called Shadrach, Mishael he called 
Meshach, and Azariah he called Abednego. But Daniel resolved 
that he would not defile himself with the royal rations of food and 
wine; so he asked the palace master to allow him not to defile 
himself. Now God allowed Daniel to receive favor and compassion 
from the palace master. The palace master said to Daniel, ‘I am 
afraid of my lord the king; he has appointed your food and your 
drink. If he should see you in poorer condition than the other 
young men of your own age, you would endanger my head with 
the king.’ Then Daniel asked the guard whom the palace master 
had appointed over Daniel, Hananiah, Mishael, and Azariah: 
‘Please test your servants for ten days. Let us be given vegetables 
to eat and water to drink. You can then compare our appearance 
with the appearance of the young men who eat the royal rations, 
and deal with your servants according to what you observe.’ So he 
agreed to this proposal and tested them for ten days. At the end of 
ten days it was observed that they appeared better and fatter than 
all the young men who had been eating the royal rations.*° 


Daniel, the writer of the Biblical book, was a young man whose name means, 
“God is judge.”°’ The Book of Daniel is considered a book of prophesy, although Daniel 
does not meet the criteria of an ordinary prophet, in part because his prophetic work 
occurred in captivity. Daniel was of noble birth; carried into captivity in the third year of 
Jehoiakim’s reign. When Daniel entered captivity, he was a teen. His life spanned the 


entire seventy years of captivity in Babylon.>® As a young captive, he was selected for 
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special training as a courtier. The training of captives in the language and protocol of the 
King’s court and international relations was commonly practiced in the ancient world.*? 
Three other young men, along with Daniel, were the main characters in the story. Their 
names were Hananiah, Mishael and Azariah. All four young men were selected for 
special training, made eunuchs, and offered the honor of eating from the King’s table. For 
the Jewish protagonists, eating from the King’s table was not equated to an honor. The 
dietary habits of the Babylonians were extremely different from their people, the Jews. 
The kings of Babylon were identified with high living. The spread of food would have 
been luxurious in comparison to what the young men normally ate. “Their tables were 
loaded with wheat breads, meats in great variety, and luscious fruits. The usual beverage 
was wine of the best varieties, and most of them were fond of drinking to excess.” 
Matthew Henry’s commentary describes the four young men as scrupulous to 
refrain from violating their dietary laws. Henry suggests that some of the meat offered to 
the young men may have been swine or meat sacrificed to idols which was strictly 
forbidden. In a strange land with strange diets, the four young men kept up “the honour 
[sic] of their being a peculiar people.’”®! 
The author was impressed by the description of Daniel, Hananiah, Mishael and 


Azariah in their choice to maintain their customs. The author was also impressed with the 
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young men prior to their refusing to eat from the King’s table. The Bible describes the 
four as young men who fit the King’s criteria in Dan. 1:3-4: 

Then the king commanded his palace master Ashpenaz to bring 

some of the Israelites of the royal family and of the nobility, young 

men without physical defect and handsome, versed in every brand 


of wisdom, endowed with knowledge and insight, and competent 
to serve in the king’s palace;... 


Daniel and his friends were wise, spiritual young men who were favored by God. They 
were also intelligent and knowledgeable of science and earthly matters. They entered 
captivity in good health and they were wise enough to choose to obey God who had given 
them favor, intellect, knowledge, wisdom, and health. The story of Daniel is a story about 
the importance of choices in all things, including health. 

Therefore, in spite of the luxurious variety of food offered by their captors, Daniel 
and his friends refused the food which was offered by the King. Instead, the four of them 
requested pulse and water to drink. Pulse was vegetables. Daniel and his friends only 
consumed vegetables and water. The Bible Knowledge Commentary offers understanding 
regarding the food that Daniel consumed: 

When Daniel’s request seemed to have been denied by the chief 

official . .. Daniel approached the guard whom Ashpenaz placed 

over the four youths and requested a 10-day trial period in which 

Daniel and his companions would be given only vegetables . . . and 

water. (The Heb. word for vegetables, meaning “‘sown things,” 

may also include grains.) Since the Mosaic Law designated no 

vegetables as unclean, Daniel could eat any vegetables put before 

him without defiling himself. In so short a time (10 days) there 


could have been no marked deterioration that would jeopardize the 
life of anyone in authority. In fact Daniel hinted that their 
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appearance would be better than that of the others who were on the 

king’s diet. 

The Old Testament does not denounce all meat. It would have been acceptable for 
Daniel and his friends to consume certain meats. The Babylonians, however, did not 
attend to the prescribed Jewish way of preparing meat. Therefore, for physical and 
spiritual reasons, the young men chose not to eat the food offered. The Jewish Study Bible 
describes Daniel, Hananiah, Mishael and Azariah at the end of ten days of eating pulse 
and drinking water this way in verse 15: “At the end of the ten days it was observed that 
they appeared better and fatter than all the young men who had been eating the royal 
rations.” 
The author discovered the following remarkable contemporary response to Daniel 
in an online article. In a letter to the editor in the online New England Journal of 
Medicine, Dr. Edmund J. Lewis proposed that the action of Daniel was tantamount to the 
first clinical trial. Daniel set up a test of two diets and claimed that one was superior to 
the other: the diet of the King and the diet observed by God’s people. At the end of the 
ten days, the overseer found the appearance of the four Hebrew youths healthier than that 
of the others in the experiment. 

The Bible describes Daniel and his friends as fatter. Fatter does not mean that 


Daniel had gained weight. Rather, fatter refers to skin texture.© The overseer was 


initially reluctant to allow Daniel and his friends to refrain from the King’s food. 
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However, the overseer was so impressed with the outcome of Daniel’s choice that he 
allowed Daniel and his friends to continue eating according to Jewish law. 

The story, though not originally set up as a clinical trial, complies with a well- 
designed experiment by modern standards. Daniel made a theoretical statement that his 
diet was superior to the King’s diet. Both diets were constant for ten days. The recipients 
were viewed and examined prior to and at the end of the trial and the results of both diets 
were compared. The findings at the end of ten days upheld Daniel’s theory. He and his 
friends’ countenance appeared fairer and fatter than all those who ate from the King’s 
table. Daniel’s choice of diet was validated as superior in maintaining health. 

We know that the story of Daniel is primarily about obedience to the commands 
of God in spite of one’s location and circumstance. It reveals that God honors those who 
obey His commands. It is important to note that the dietary laws given to Israel were 
specified to set Israel apart from the other nations. And yet, it is equally important to note 
that God’s desire for Israel was for their holistic good: mind, body, and spirit. Therefore, 
it is not a stretch to assert that the health message of Daniel is noteworthy not only for 
Jews, but also for all of God’s children. 

As Daniel and his friends utilized their Godly wisdom and their earthly 
knowledge to make choices that led to good health, we too as God’s chosen people in the 
21st Century must apply Godly and conventional wisdom regarding those behaviors that 
make for good health: eating well, exercising, resting the body, and maintaining spiritual 
connection with God and humankind. Though the American table is set with tantalizing 
sweets, succulent meats, and exotic drinks, Christians must refuse to dine on those things 


that do not make and maintain health. 
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As illustrated by the above example, the Bible is not silent on health in the Old 
Testament. Neither is the Bible silent on health in the New Testament. In the New 
Testament, the word health only appears twice: in the book of Acts and 3 John. However, 
restoration of health is a major part of Jesus’ ministry. The New Testament is replete with 
Jesus healing the sick, the lame, and the infirmed. 

To heal equates to the secular Greek word therapeud which means “to serve, to 
care for the sick, to treat or to cure.”®” According to the “New American Standard New 
Testament Greek Lexicon,” heal is the Greek word sozo, which means “‘to save from 
suffering or disease, to make well or to restore to health.”’° Nelson’s Illustrated Bible 
Dictionary defines healing as “preventive and secondary measures employed to maintain 
good health,” citing health as a “highly prized” possession in ancient times. The 
Hebrews, according to Nelson's Dictionary, characterized health as “having physical 
prowess and physical well-being.” 

There are numerous accounts of Jesus restoring individuals to health in the New 
Testament. In Matt. 1:23, Jesus healed a man with an unclean spirit. In Matt. 8:2, Jesus 
healed a leper. Jesus healed individuals who were paralytic, demon possessed, blind, 
hemorrhaging blood, epileptic, deaf and mute, infirmed and bent over, and even 
physically dead. Isaiah prophesized that Jesus would come into the world with a burden 


to restore health and Jesus proclaimed that of himself in Luke 4:18-19, saying: “The 
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Spirit of the Lord is upon me, because he has anointed me to bring good news to the poor. 
He has sent me to proclaim release to the captives and recovery of sight to the blind, to 
let the oppressed go free, to proclaim the year of the Lord’s favor.”’”° It is obvious from 
the scripture record that Jesus did more than cure illness and heal physical disease. Jesus 
made men and women whole — mind, body, and spirit. 

The story of the man who lay at the gate of Bethesda is another example of Jesus 
restoring health. The story again illustrates the importance of health and wholeness to 


Jesus. The story is told in John 5:1-9: 


After this there was a feast of the Jews; and Jesus went up to 
Jerusalem. Now there is at Jerusalem by the sheep market a pool, 
which is called in the Hebrew tongue Bethesda, having five 
porches. In these lay a great multitude of impotent folk, of blind, 
halt, withered, waiting for the moving of the water. 

For an angel went down at a certain season into the pool, and 
troubled the water: whosoever then first after the troubling of the 
water stepped in was made whole of whatsoever disease he had. 
And a certain man was there, which had an infirmity thirty and 
eight years. When Jesus saw him lie, and knew that he had been 
now a long time in that case, he saith unto him, Wilt thou be made 
whole? The impotent man answered him, Sir, I have no man, when 
the water is troubled, to put me into the pool: but while I am 
coming, another steppeth down before me. Jesus saith unto him, 
Rise, take up thy bed, and walk. And immediately the man was 
made whole, and took up his bed, and walked: and on the same day 
was the Sabbath.”! 


This story punctuates the importance of health because Jesus chose to violate the Jewish 
Sabbath to effect the man’s healing. The healing took place during one of the Jewish 


feasts. Exactly which feast was advanced in the text is not identified. The Tyndale 
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Concise Commentary suggests that the feast likely occurred in the fall. The healing took 
place at the pool of Bethesda, which was located north of the temple area.” The Hebrew 
word Bethesda has a variety of spellings and has been ascribed different meanings. The 
New American Commentary provides this description: 

The location where the invalids were gathered again presents a 

slight textual problem, making it necessary from the variety of 

manuscript witnesses to choose one of the following: Bethzatha, 

Belzetha, Bethsaida, and Bethesda. The first two are 

terminologically problematic and do not carry strong manuscript 

support. The third has the strongest manuscript support but is a 

place in Galilee and is therefore most likely a transmissional 

variant. The fourth is a double pool divided by a bridge in the 

northeast section of Jerusalem. This pool is situated today near the 


famous ‘echo chamber’ Church of St. Anne and has been 
excavated.”3 


According to The Bible Exposition Commentary, Bethesda may mean house of mercy, 
house of grace, or “place of the two outpourings.” As noted above, excavations have 
revealed historical and archeological evidence that two adjacent pools of water were 
present in the identified area in ancient times.’ 

There were five porches near the pool with a multitude of sick people who had 
various diseases. The picture painted of the folk lying near the pool in the Exposition 


Commentary is worthy of noting: 
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John described these people as ‘impotent, blind, lame, paralyzed.’ 
What havoc sin has wrought in this world! But the healing of these 
infirmities was one of the prophesied ministries of the Messiah 
(Isa. 35:36)... John noted that the man had been ill for thirty-eight 
years. Perhaps he saw in this a picture of his own Jewish nation 
that had wandered in the wilderness for thirty-eight years (Deut. 
2:14). Spiritually speaking, Israel was a nation of impotent people, 
waiting hopelessly for something to happen. 7° 


Here, as in other places in scripture, a connection is made between sin and ill 
health. All of the sick people at the pool of Bethesda were waiting for the angel to come 
down and to stir the pool. Activity in the pool occurred periodically giving an opportunity 
to be healed to those who were able to enter the pool first. Some manuscripts omit the 
end of John 5:3 and verse 4 in its entirety. However, the people lying at the pool and the 
words of the paralytic man in John 5:7 do not make sense if those words are omitted.”° It 
makes sense that the multitude of sick people were lying at the pool expecting something 
miraculous to happen. 

It was amid this throng of sick people that Jesus spoke directly to one man. He 
was a man who had been sick for thirty-eight years. Jesus already knew how long the 
man had suffered ill health. Therefore, Jesus asked the man if he had a desire to be made 
well.”” According to the Bible, Jesus asked the man if he desired to “be made whole.””® It 
is interesting to consider that the man was lying at a healing pool for thirty-eight years. 
On the surface, it might be taken for granted that the man desired to be healed. But, Jesus 


asked the man if he had a desire to be healed. 
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The man’s response was even more puzzling. The Bible Exposition Commentary 
describes the man’s response this way: “You would think that the man would have 
responded with an enthusiastic, ‘Yes! I want to be healed!’ But, instead, he began to give 
excuses! He had been in that sad condition for so long that his will was as paralyzed as 
his body.”” The author reasons that the man’s response may have been apologetic rather 
than an excuse. It is reasonable that contained in the man’s response was an explanatory 
review of the past thirty-eight years of his life. Therefore, rather than an excuse, the 


author of this research offers the following summation of the man’s response: 


Sir, [have laid at this pool for 38 years waiting patiently to be 
healed. I have not left this place because I so want to be healed. I 
simply have not had anyone to assist me to be first in the pool. Sir, 
I want to be healed and I am open to what you might propose to 
effect my healing. 


The man’s reply did not answer the question that Jesus asked. The reader is left to ponder 
why Jesus asked the question and why the man did not answer affirmatively. 

Jesus apparently recognized a desire to be healed within the man. Or, Jesus 
simply bypassed the man’s response to enact the miracle cure that he came to perform. 
Jesus told the man to get up and to take up his bed and walk. The man immediately got 
up and walked. Instantly, the man’s paralysis was gone and his health was restored. 

After 38 years, the man had adapted mentally and physically to being a paralytic. 
He had figured out how to take care of his activities of daily living and how to meet his 
earthly needs. To entertain the question that Jesus asked required the man to make a 
mental paradigm shift. It required the man to see possibilities that he had not entertained 


outside of being the first one in the pool when the angel came down. He had to see 
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himself as one who could carry his bed and not as one who was confined to it. It also 
required the man to see himself as a person who could stand upright and walk. 

Another shift in the man’s thinking that had to occur. The man had lain at the pool 
for thirty-eight years with the hope of being the first in the pool when the angel stirred the 
water. He, like the multitude of people who filled the five porches, thought their healing 
was tied to the angel and to the pool of water. In order to receive the healing that Jesus 
offered, the man had to entertain an alternative way to health. 

Jesus spoke to the man and told him to rise, take up his bed, and walk. In response 
to Jesus’ words, the man obeyed and did accordingly. Further examination reveals that in 
the instant that Jesus spoke, the man made a choice to hear and to obey. It was not 
enough to hear the words of Jesus; the man had to choose to obey the command. 

James 1:22 reminds us: “But be ye doers of the word, and not hearers only, deceiving 
your own selves.”*° The man’s response to obey Jesus also refutes the claim that he was 
making excuses for not having been healed earlier. For, the ideal time for excuses would 
have been when Jesus told the man to get up, take up his bed, and walk. 

The paralytic man chose to obey Jesus. In doing so, the man received physical 
healing. But, he received something more. He also received spiritual healing. For thirty- 
eight years, the man had been unable to visit the temple or to fellowship with other 
worshippers. After the man was healed, Jesus found the man in the temple. Jesus’ 
conversation with the man in the temple made the link between ill health and sin: “...See 


you have been made well! Do not sin anymore, so that nothing worse happens to you.”®! 
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The story of the man at Bethesda informed the author regarding the proposed 
research project on the impact of direct pastoral involvement on the health of congregants 
in arural context: (a) hope is essential, (b) choice is pivotal, (c) desire is a motivator (d) 
one must be able to entertain alternatives to traditional methods, and (e) one must be 
spiritually grateful for good health. 

Thirty-eight years is a long time to be sick and infirmed. The author believes that 
one of the messages of this story is a message of hope. In thirty-eight years the man had 
not given up the hope of being made well. The man’s healing resounded with the same 
fever pitch as the woman who had an issue of blood for twelve years. In those twelve 
years the woman never gave up hope. Like the man at the pool, the woman’s hope of 
restoration to health was realized in an encounter with Jesus. Hope for restoration of 
health is also essential in our time. 

Earlier, the importance of Daniel and his friends’ choice in maintaining good 
health was noted. Choice also played a pivotal role in the paralytic man’s restoration to 
health. Millions of Americans are lying on their sofas in poor health with the potential 
cure within their reach. In light of the multitude of Americans with health problems that 
can be prevented, ameliorated, or cured through lifestyle changes, the man’s choice to 
hear and obey Jesus is significant. 

According to online health magazine Prevent Disease, approximately 80% of the 
illnesses in the United States are preventable and account for eight of the nine leading 
causes of death.®* Raja Jagadeesan reports in ABC News/Health that researchers 


examined ten of the most common chronic illnesses in the United States to find that 
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obesity and smoking were major contributors to ill health. The study examined diabetes, 
hypertension, arthritis, osteoporosis, stroke and cancer.** Michelle Andrews notes, 

Two thirds of adults are either overweight or obese and fewer than 

one third exercise at least three times a week. Twenty-four million 

people have diabetes, the vast majority of it related to lifestyle, and 

an additional 57 million are prediabetic. Despite decades of public 

anti-tobacco campaigns, | in 5 adults smokes.*4 
In order to access health, individuals must choose to engage in health-promoting 
behaviors — to hear and obey Godly and conventional wisdom. 

Jesus’ question to the paralytic man seems to infer, in the author’s opinion, that 
there needs to be a desire for health in those who are ill. It is obvious that Daniel and his 
friends had a desire to remain in good health. In the proposed research project the desire 
for health must be examined with all participants. Desire tends to motivate individuals in 
goal-directed behaviors. Michael Slaughter in Momentum for Life writes, 

Most good things don’t happen magically and suddenly. They are 

the result of a predetermined desire, an ongoing commitment to 


build momentum for life. Faith is not an instant realization of a 
desired future, for nothing worthwhile can be acquired at once.* 


The behavior of Daniel and his friends went against the tradition of submitting to 
their captors’ training in all things. The paralytic man opened himself up to something 


outside the traditional healing method of the angel and the pool. In the 21st Century, 
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Christians must be willing to move away from the traditional medical model of doctors, 
pills, and hospitals. That model has failed us miserably. Every Christian must take an 
active role in his or her own health by changing their health care paradigm from being 
taken care of by others to taking care of one’s self. 

Finally, Christians must be grateful for physical health. Although the scriptures do 
not show us Daniel in the temple because they were in captivity, Daniel’s prayer life, 
commitment, and gratitude to God is overt in his living. The paralytic man made his way 
to the temple shortly after being physically healed. It seems plausible that the man went 
to temple not only to worship, but also to thank God for healing him. Jesus told the man 
that sin was the reason for his ill health and should he sin again, the consequences would 
be much worse. 

Seldom is sin linked to ill health in contemporary society. However, in James 
4:17, these words are written: “Anyone, then, who knows the right thing to do and fails to 
do it, commits sin.”’°° The public is bombarded in print, electronically, and via the news 
with the behaviors that make for good health. If individuals know the behaviors that lead 
to good health and they fail to do them, it is sin. To disobey Godly and conventional 
wisdom on health is tantamount to sin. 

Health is a highly valued state that includes physical, emotional, and spiritual 
balance in the presence or absence of disease. Good health should inspire expressions of 
gratitude to God for giving such a valued state. Health is a human birthright and is 
biblically lifted up in both the Old and the New Testament. From scripture lessons 
identified here, one can surmise that health requires that individuals make choices to 


engage in health behaviors that include proper nutrition, rest, exercise, and spiritual 





86. NRSV. 


61 


interaction with God and other human beings. Health is not only a birthright; health is a 
promise to those who obey God. Good health and restoration of health is linked to 
obedience to God’s commands and ill-health may be related to disobedience to Godly 
and conventional wisdom on health. The importance of health is evident in the healing 
ministry of Jesus. Therefore, for Christians to ignore the behaviors that lead to good 
health is sin. Christians must choose healthy lifestyles, as Daniel and the man at the pool 


of Bethesda did. 


Historical Foundations of Health 


The church is the context of proposed research. Therefore, it is fitting to begin the 
discussion of historical foundations of health with the definition of the word church. The 
Latin word ecclesia and its derivatives that equate to church were used to describe the 
building. However, ecclesia in secular Greek meant “an assembly of persons in a self- 
governing city.”’’ The first conceptual framework of church in its Christian sense is 


found in Acts 2:42-47:88 


They devoted themselves to the apostles’ teaching and fellowship, 
to the breaking of bread and the prayers. Awe came upon 
everyone, because many wonders and signs were being done by 
the apostles. All who believed were together, and had all things in 
common; they would sell their possessions and goods, and 
distribute the proceeds to all, as any had need. Day by day, as they 
spent much time together in the temple, they broke bread at home 
and ate their food with glad and generous hearts, praising God and 
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having the goodwill of all the people. And day by day the Lord 
added to their number those who were being saved.*? 


The description of the church assembly in Acts does not provide any specific information 
regarding health. However, the description does seem to suggest that it was a vibrant, 
holistic group of people. 

Justo Gonzalez writes that the church was birthed through the ministry of Jesus. 
The church, according to Gonzalez, was first-century Jews who had received the good 
news of Christ.® The first century church was directly connected to the call of the 12 


disciples. According to Cross and Livingstone, 


...the Lord’s choice of 12 disciples probably representing [sic] the 
12 tribes of Israel, but soon after the Resurrection Gentiles began 
to join the Hellenists, or Greek-speaking Jewish Christians, 
probably first at Antioch. Paul’s Gentile mission and esp. the 
epistles which he wrote in the sos laid foundations for the Gentile 
Christianity which became dominant after the fall of Jerusalem in 
70 and the expulsion of Jewish Christians from synagogues in the 
80s. This ‘parting of the ways’ between Church and synagogue 
marked a large step in the emerging of early Catholic Christianity 
around 100 AD. The historical development from considerable 
diversity to a measure of uniformity is only partly visible because 
the sources are fragmentary, but the outlines of first century life 
and worship can be detected. The Church’s roots in Israel were all- 
important, and the relationship with contemporary Israel initially a 
vital issue...?! 


George W. Brumley adds the following: 
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The first passages in Acts (2:47; 5:11; 7:38; 8:1, 3; 9:31) are 
important in view of the use not only for Jerusalem church (8:1) 
but for the church throughout Judea and also for OT Israel (7:38)... 
A pregnant saying is 20:28; “the ekklesia of the Lord which he 
bought with his own blood.” In all these verses the local church is 
called ekklesia with no question of precedence or of local 
emphasis. The singular and plural are interchangeable. Two or 
more churches do not make the church, nor are there many 
churches, but one church in many places, whether Jewish, Gentile 
or mixed. The only descriptive term that is added is tou theou (or 
kyriou), which clearly marks it off from a secular society (denoted 
in 2:47 by laos). In three instances there is a purely secular use 
(19:32, 39, 40) which shows that what matters is not assembling as 
such but who assembles and why. In the case of the church it is 
God (or the Lord) who assembles his people, so that the church is 
the ekklesia of God consisting of all those who belong to him...%” 


The provided definitions do not fully describe the complexity of the church with 
its myriad of denominations, sizes, and ministry philosophies as they exit in modern 
times. However, the definitions offer support to certain fundamental facts. Specifically, 
(a) the contemporary church is inextricably linked to the synagogue of the Old Testament 
through Jesus Christ, (b) it is one body today as it has always been, and (c) God’s desire 
as it relates to the health of his people is unchanged. The healing ministry of Jesus 
evidences God’s desire for the health of believers. Of all the miraculous things that Christ 
could have done to prove himself as God’s son, He chose to heal diseased bodies, minds 
and souls. The New Testament scripture of 3 John epitomizes God’s desire for physical 
health: “Beloved, pray that all may go well with you and that you may be in good health, 
just as it is well with your soul.” 

Examination of God’s concern for humanity’s health and well-being begins in the 


Old Testament scripture. Nowhere else in the Bible is there a more thorough treatise on 
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health and health matters given as that found in the Old Testament. Hence, starting with 
the Old Testament lessons on health is an appropriate place to begin examining how the 
church has dealt historically with health. In the evolution of the church and the 
acquisition of new knowledge, technical, pharmaceutical, and therapeutic skills, much of 
the teaching on health in the Old Testament has been set aside as antiquated and/or not 
applicable to contemporary Christians. The author firmly believes that obtaining and 
maintaining physical health in contemporary society requires returning to some of the 
principles espoused in the Old Testament. 

In Lev. 11-15 and 17-22, dubbed the Laws of Cleanliness and Holiness in the 
MacArthur Study Bible, dietary and health practices are outlined for the children of 
Israel. Certain animal flesh is prohibited. Animals with divided hooves that chew the cud 
are permitted for consumption and deemed clean animals. The clean animals that are 
listed include: cattle, deer, lambs, goats, wild sheep, wild goats, gazelles, antelopes, fish, 
most birds, quail, doves, pigeons, locusts, crickets, grasshoppers and katydids.** Unclean 
creatures include: camels, rock badgers, rabbits, pigs, lizards, weasels, eels, shell fish, 
catfish, eagles, vultures, falcons, kites, ravens, ostriches, owls, sea gulls, hawks, pelicans, 
osprey, cormorants, storks, herons, hoopoes, bats and swarming insects. 

One of the problems with the Leviticus text is that God does not give reasons why 
some animals are unclean while others are clean. It should suffice that God, who created 
all, knows what is clean and unclean. Therefore, the church which God assembles to 


Himself should trust and obey God’s directive on what to eat and what to abstain from. It 
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is obvious, however, that even among Christians, the concepts of clean and unclean 
animals as espoused in Leviticus, has lost its power. 
Rabbi Scott Aaron of Ohio State University Hillel offers the following 


explanation online: 


Chewing cud is a digestive process of chewing, swallowing, 
regurgitating to chew some more and so on, until the food is 
broken down enough to be easily digested by the animal’s 
body...the only split hoof animal listed [as unclean] is a pig, which 
is forbidden since it does not chew its cud... 


Aaron provides further insight from Rabbi/Professor Baruch Levine in the same 


online article. Aaron explains that Levine believes 


...all of the permitted land animals are herbivores, i.e. vegetarians, 
and unlike the pig for example, are discerning of what they eat. 
Forbidden animals tend to be hunters like wolves or carrion-eaters, 
like jackals. Fish with both fins and scales are by and large also 
consumers of plants and plankton, while those that do not meet 
these criteria are either, hunters, like sharks, or bottom-feeders, 
like lobster. The bird group is distinct because it lists only 
specifically forbidden birds which are all hunters or carrion-eaters, 
and therefore it assumes by omission that all other birds are 
permitted to be eaten. These permitted birds tend to be herbivorous 
fowl and water fowl or other types of “tame” birds. Therefore, we 
are permitted only animals that do not eat other animals!°” 


Animals that chew the cud have two, three, or four stomachs. Clark’s online Bible 
commentary gives an exhaustive explanation of how cud chewing allows the food to be 


regurgitated and masticated again, moving from one stomach to the next. The result of 
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chewing the cud, according to Clark’s commentary, seems to offer the most nutritive 
juices to the animal from what the animal consumes.”* 

Baker’s Commentary on Lev.11 suggests that one of the reasons for the dietary 
laws was hygiene due to lack of refrigeration and the potential health hazards of 
improperly prepared food. Baker’s Commentary also adds: 

While hygiene was important for a people dedicated to God, the 

primary reason for dietary regulations in Leviticus was theological. 

The only flesh of animals Israelites could eat was of those which 

fed on various kinds of grasses. They could not eat carnivorous 

predators. Blood and life are synonymous (Lev.17:11), and the 

Israelite had to be very careful of what he ate so that he exercised 

respect for life...any other marine life was forbidden because they 

were carnivores, eating flesh and blood together... The list of 

prohibited fowl in this chapter includes birds which prey on other 

forms of life (vv. 13-19)...Of all flying insects, only the 


grasshopper and various kinds of locust were allowed for food 
since these creatures were also herbivorous.” 


The explanations offered as to why certain animals were clean and others were 
unclean for human consumption sound reasonable. However, there is no reason explicitly 
offered in scripture. The other problem with the dietary laws of the Old Testament is due 
to New Testament writing. Some believers interpret Acts 11:5-9 to literally mean that 
God changed His mind from the Old to the New Testament. The story goes that the 
apostle Peter was confronted by other apostles in Judea for eating with Gentiles who were 


uncircumcised and therefore considered unclean. The interaction occurred as follows: 


And when Peter came up to Jerusalem, those of the circumcision 
contended with him, saying, “You went in to uncircumcised men 
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and ate with them!’ But Peter explained it to them in order from 
the beginning, saying: ‘I was in Joppa praying, and in a trance I 
saw a vision, an object descending like a great sheet, let down from 
heaven by four corners; and it came to me. When I observed it 
intently and considered, I saw four-footed animals of the earth, 
wild beasts, creeping things, and birds of the air. And I heard a 
voice saying to me, ‘Rise, Peter; kill and eat.’ But I said, ‘Not so, 
Lord! For nothing common or unclean has at any time entered my 
mouth.’ But the voice answered me again from heaven, ‘What God 
has cleansed you must not call common.”!”° 


Some have interpreted this scripture to mean that in telling Peter to eat the 
unclean animals in his vision, God gave his people freedom to eat unclean animals. A 
more proper interpretation, given the context of the scripture, is that God used the vision 
to commission Peter to take the good news to those who, until that time, had been 
considered unclean — the Gentiles. It was after Peter had experienced the vision three 
times that Peter was summoned to the house of a Gentile who desired to hear the good 
news and to be saved. The latter interpretation confirms that God’s direction to Peter does 
not contradict God’s Word in Leviticus, but rather addresses spiritual cleanliness and 
uncleanness. 

It is critical to note here that the dietary laws and teaching on cleanliness of the 
Old Testament were given to prevent disease and promote health. The healing ministry of 
Jesus in the New Testament symbolizes God’s continued desire for His children to 
experience health. However, healing is restoring the health state versus being preventive 
in nature. Biblically, there was a shift in focus from prevention to restoration. That 
significant shift from prevention and health promotion of the Old Testament to curing 


disease and restoration of health in the New Testament is the legacy of the church in the 
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21st Century. Today, the health among God’s people is in need of a paradigm shift — a 
return to prevention and health promotion. 

Rueben Hubbard, in his book Historical Perspective of Religion and Health, 
provides invaluable information about the early church’s response to health. Hubbard 
writes that the early church fathers emphasized diet, exercise, hygiene, anatomy, and 


physiology. Hubbard outlines the contribution: 


Clement of Alexandria (ca. 150 A.D.) wrote a book entitled, 
Pedagogue in which he discussed dress and diet. He recommended 
milk as being ‘very nutritious,’ and also covered bodily exercise, 
luxury, ointments, sleep, chastity, marriage and 
bathing...Tertullian of Carthage (155-220 A.D.) who called 
medicine ‘the sister of philosophy,’ had a good grasp of 
physiology. He wrote that the function of bile was to aid in 
digestion...Cyprian, Dionysius and Eusebius were other church 
fathers who were intensely interested in medicine. Dionysius wrote 
a treatise, On Exercise, and Eusebius wrote, among other things, 
“Theodotus, a physician and bishop of Laodicea, who by his deeds, 
proved the reality of his name and of this office. First, he excelled 
in his knowledge of the medical art as applied to the body, and 
next, was skilled in the cure of the soul.’...Gregory of Nyssa (331- 
396 A.D.) possessed a good understanding of physiology...He 
believed the body and soul were one, rejecting the dualistic Greek 
theory advocated by Origin... Jerome (340-420) advocated 
vegetarianism and abstinence from alcoholic beverages. He 
especially opposed excessive meat consumption. He advocated 
baths for cleanliness, warmth, health and pleasure. !°! 


It appears that the early church saw merit in caring for the physical body as 
evidenced by the thinking of the early church fathers. With the early church fathers there 
appeared to be a focus congruent with biblical wisdom that human behavior in eating, 


exercising, and hygiene contributed to physical health and well-being. 
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Major changes occurred in the church from the early church to The Medieval 
Age. The Medieval Age was a time of great change and transition regarding how the 
church viewed the body. There was controversy regarding whether the human body was 
good or evil. If good, the body required nurturing and care, maintaining congruency with 
biblical wisdom and the early church. If evil, the body was the enemy of humanity and 
needed to be constantly constrained, held in subjection, and even whipped into 
submission. It must be noted that the controversy over whether the body was good or evil 
was not exclusive to the Medieval Age. 

Mechikoff and Estes describe the Christian church as the only stable institution 
during the Middle Ages after the fall of the Roman Empire. After the barbarian hordes 
sacked Europe, the church was the only institution that remained in the midst of chaos. 
Mechikoff and Estes write that the “Middle Ages was a time that ranged from the athletic 
feats of knights during the age of chivalry to the use of sport in preparation for crusades 
to the ascetic views of monks who believed the body was an endless source of 
trouble.”!°? The writers further describe the church and its impact on life during the 
Middle Ages this way: 

Theology of the church was based on absolute faith and belief in 

the certainty of the divine revelation, an epistemological belief. It 

was a daily struggle to survive. The church held the promise of 

heaven to all who followed its teachings. Because life in the Dark 


Ages and Middle Ages was so harsh, the promise of eternal life in 
an ideal afterlife looked real good!!™ 
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There was great intellectual thought and intense spiritual debate during the 
Middle Ages. There was also much poverty and great suffering. It is reasonable to 
assume that during the Middle Ages those individuals who were focused on daily 
survival spent little energy on health, dietary habits, exercise, and recreation. Even in the 
21* Century survival cancels out quality dietary habits and behaviors that prevent illness 
and maintain health. Currently, poor families purchase what is cheapest versus what is 
healthiest. In the California Food Guide: Fulfilling Dietary Guidelines for Americans, 
Cindy Schneider provides the following information: 

In the 2001 California Health Interview Survey (CHIS), parents of 

12,592 children ages 2-11 reported the number of servings of fruits 

and vegetables consumed in a 24-hour period. No differences were 

found between males and females ages 2-4; but as children got 

older (ages 5-11) fewer servings of fruits and vegetables were 

consumed. Less than half (47.2 percent) met the five a day 

recommendations of greater to or equal to five servings a day, 

including fried potatoes...A higher proportion of children from 

households with incomes below 200 percent of the federal poverty 

level consumed five or more servings than do children in the 

income groups above 300 percent of the poverty level.!™ 

Low-income families, focused on survival, are least likely to obtain routine 
physical exams for prevention of disease and health maintenance. The Hunger Action 
Research Network of New York reported in Obesity, Poverty, and the Case for 
Community Supported Agriculture the assertion that: 

Research shows that most health disparities in the United States are 

linked to differences in socioeconomic status (SES)... 


Significantly, among individuals considered obese, the prevalence 
of diabetes, hypertension and heart disease were higher in black 





104. Cindy Schneider, California Food Guide: Fulfilling Dietary Guidelines for Americans, 
(2006), http://dhcs.ca.gov (accessed October 15, 2010). 


71 


individuals, and in individuals with lower education, and 
consequently, lower SES.! 


It is reasonable to assume that the same factors have had similar effects throughout 
history. 

Consequently, it was no surprise that between A.D. 500 and 1500, little data had a 
primary focus on health. However, some information about health was ascertained from 
the thinking of church leaders during that time. Specifically, Saint Thomas Aquinas 
(1225 — 1274) was said to embrace physical fitness and recreation for the creation of 


social and moral wellbeing. Mechikoff and Estes noted that: 


Aquinas stated intelligence depends in part on the physical fitness 
level of the individual. Aquinas believed that we can come to know 
things through our bodies as well as through our mind, although 
the mind was to remain superior to the body. Aquinas and others 
approved of Aristotle’s position that man is an integral composite 
of body and soul and that the soul needs a body to acquire 
knowledge. ! 


Such thinking by Saint Thomas Aquinas would suggest that, at least on a personal level, 
he viewed physical health behaviors, such as good nutrition, exercise, and resting the 
body, as requisite for maintaining fitness. According to Elizabeth Pahk, Saint Thomas 
Aquinas spearheaded Scholasticism, which had an enormous impact on how the human 
body was viewed. Pahk explained: 

The image of the ‘fallen man’ was transformed by scholasticism 


with its separation of mind and body, faith and reason, soul and 
body and by the views of Aristotle, the great synthesizer... The 
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rediscoveries of Aristotle’s works and the arrival of Islamic 
medicine in the West played a vital role in the reassessment of the 
image of the body. Aristotle maintained that knowledge began with 
sensory experience of the world and Islamic thinkers held that the 
body, the organ of the senses, was not evil, but a gift of 
god...Between the 11" to 14 centuries, many universities were 
started in Europe and the new ideas of the body and health 
facilitated the formation of medical departments in those 
universities... The new teaching by medical masters emphasized 
“man was liable to be ill, but capable of recovering good health 
and maintaining it by human resources that depended on the 
activity of man...There was interest in the well-being of the body 
and the pleasures of life on earth as the new image of the body was 
symbolically elevated... The time for the celebration of the body 
had arrived and that development led to changes in medical 
practice. !° 


With Saint Thomas Aquinas, dualism (i.e., mind and body, faith and reason, soul, 
and body) took on a different meaning from the thinking of Aristotle (i.e., joining man 


into a whole being). According to J. Matthan Brown: 


Under the Thomistic model it’s considered normal for a soul to be 
united to a body; and, while the soul can subsist without a body, 
this is considered abnormal. Accordingly, it’s easy to see why 
God places such importance and value on the human body; why 
God sent his son to exist as a physical man; and why God intends 
to reunite our souls with a new glorified body at the resurrection. !% 


This, in the author’s opinion, the Thomistic model elevates the body to the same 
importance as the soul and faith and reason. Subsequently, it is reasonable to extrapolate 
and expect that taking care of the health of the body should also been considered 


important. 
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Moses of Maimonides, also known as Rambam (1135-1204), was a Jewish 
philosopher who became head of the Jewish community in 1171. Maimonides is said to 
have had a profound influence on the thinking of Saint Thomas Aquinas.!°? Maimonides 
is quoted by Mechikoff and Estes to have said: “nothing is more useful for the 
preservation of health than physical exercise. ”!!° 

John Wesley, a renowned influential leader of the church, also responded to the 
issue of health. Wesley’s initial focus was on the care of the ill and miraculous healing. 
He is quoted by Deborah Madden in Inward and Outward Health as giving this advice to 
his friend Alexander Knox who was suffering a bout of melancholia: “It will be a double 
blessing if you give yourself to the Great Physician, that He may heal soul and body 
together. And unquestionably this is His design. He wants to give you...both inward and 
outward health.”!"! 

As Wesley’s ministry progressed he was continually moved by the physical 
suffering of the poor and needy. Therefore, Wesley began to study medical texts and to 
offer advice and homeopathic remedies along with the preaching of the gospel. The 
enormity of health needs among the poor led Wesley to include training for all those in 
parish ministry, encouraging them to inquire about the ill on a regular basis, and to be 
prepared to offer medical advice. As in every endeavor that Wesley undertook, Wesley 


emphasized training. It was no different in matters of health. He ensured that medical 
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training was provided to parish laity. To bridge the gap between the need and availability 
of laity to care for the ill, Wesley published a pamphlet in 1745 titled “A Collection of 
Receits or Prescriptions.”!!? In the pamphlet, Wesley offered prescriptions for common 
ailments. The pamphlets were priced so that the poor might have access to them. 

The most impressive expression regarding Wesley’s progressive thinking about 
health is found in these words by Madden: 

Moving to a third dimension, Wesley’s health advice was not 

limited to treatments of ailment; he placed strong emphasis upon 

measures like diet, exercise, and rest to prevent illness and promote 

well-being. If readers find this emphasis surprising, it is because 

the explosion of new knowledge and skills in surgical interventions 

and medications through the twentieth century tended to eclipse an 

earlier tradition that balanced nature by proper diet and exercise, 

both to restore health and to retain it. Current emphasis on wellness 

and preventive medicine is best seen not as a new trajectory but as 

part of the recovery from this eclipse.!'? 

As the human body was elevated and deemed an essential good rather than evil, 
the practice of medicine changed. Medicine became a human-centered, value-laden social 
endeavor, according to Cressman.!!4 As the good of the body was embraced, indulging 
the body in food, drink, and pleasure also occurred. Self-indulgence created contention 
between the church and medicine because many in the church continued to see the body 
and self-indulgence as the road to evil. 


Universities sprang up, medical practice was regulated and religious leaders, such 


as Wesley were frowned upon for daring to give medical advice, even to those who were 
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not able to see a physician. Problems existed whenever medical knowledge was 
incongruent with religious beliefs. Therefore, physicians became skilled at marrying 
medical practice with religious beliefs. Vivian Nutton states that physicians during the 
Middle Ages adapted to Christian purposes by changing wording that might have 
offended Christians or maintaining a neutral stance on religious matters.!!> 

Joseph Ziegler writes that during the Middle Ages physicians used the Bible as 
one of the fundamental sources to legitimize their profession.!!* Contention between the 
medical profession and the church arose because devout believers still believed that God 
was the healer; miraculous healing was still possible, and James 5:14 was still applicable 
to illness. Devout believers reasoned that sick believers should send for Godly believers 
to anoint and pray over them rather than send for a physician. 

Medical training and practice were regulated, relegating natural cures, folk 
medicine, and lay health advisers to quackery and charlatanism. For the most part, 
physicians were generally not viewed in a positive light by the church during the Middle 
Ages. However, new medical discoveries changed the face and character of the medical 
profession. Robert Koch’s discovery of the tubercle bacillus in 1882 brought an end to 
death from tuberculosis, which was one of the most feared illnesses.!!7 New discoveries 
and cures contributed to making the wisdom of the Old Testament, the early church, and 


homeopathic cures appear antiquated and outmoded. 
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Change continued in the church from the Middle Ages to the Renaissance or 
Reformation Age. Mechikoff and Estes describe the church during the Renaissance as 
emphasizing a return to the philosophies of antiquity. Therefore, the church emphasized a 
return to self-denial of the body, mortification of the flesh and the virtue of monastic 


living. Mechikoff and Estes write: 
Those ‘pleasures of the flesh’ that the Christian Church allowed, 
such as sex, eating and drinking, were necessary to bodily survival. 
Furthermore, the church accepted ‘vices’ as proof that humans 
were by nature weak. In contrast, the classical philosophies of the 
Greeks and Romans accepted the human body. Indeed, so different 
were the Sholasticism and classical philosophies that a new group 
of Renaissance philosophers developed. This group eventually 
attached the monastic virtues as having been falsely imposed on 
the true structure of Christianity. This new group of Renaissance 


philosophers, known as Humanists, disagreed with the monastic 
ascetic approach to daily life.!!® 


On the contrary, the humanist movement, which also occurred during the 
Renaissance, had a different focus. Humanism was a cultural and intellectual movement 
that focused on secular concerns upon rediscovering the literature, art, and civilization of 
ancient Greece and Rome. Humanism rejected religious beliefs and centered on humans, 
their values, capacities, and worth.!!? Humanists emphasized the goodness of the body, 
the joy of living, and contemplation on the corporeal body as a worthy pursuit. The 
Renaissance also ushered in the age of the universal man and Christian humanist 
philosophers who believed in developing the body as well as the spirit. Mechikoff and 


Estes outline the contribution of Christian humanists towards views of health: 
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Petrus Paulus Vergerius (1370-1444) was one of the first great 
Italian Humanists, was the founder of the new education... 
Vergerius’s model was Sparta and he tried to adapt the methods of 
contemporary warfare to the Spartan model of training young men 
for war... Vergerius’s attitude toward sport in this respect was not 
significantly different from that of educators during the Middle 
Ages...The main difference with Vergerius was that physical 
education was incorporated into the education of the total 
individual. The most famous of Italian Humanists was Vittorino da 
Feltre (1378-1446)...Da Feltre was offered the chance to teach the 
children of Marquis Gonzaga of Mantua, and the school he 
developed, Las Giocosa, was the first to blend the spirit of 
Christianity with both the classics and Greek concepts of physical 
education...Da Feltre believed in educating the mind, but he also 
believed in educating the body and soul...da Feltre serves as an 
example of how Christian values continued to be taught.!?° 


Another Humanist, Aeneas Silvio Piccolomini, was interested in the general well- 


being of his students. Piccolomini is quoted in Mechikoff and Estes as having said: 


As regards a body’s physical training, we bear in mind that we aim 
at implanting habits which will prove beneficial through life...a 
body should be taught to hold his head erect, look straight and 
fearlessly before him and to bear himself with dignity whether 
walking, standing, or sitting...Games and exercises which develop 
the muscular activities and the general carriage of the person 
should be encouraged by every teacher. !*! 


Even as some Humanists argued for physical education others argued against it. 
For example, Desiderius Erasmus argued against physical education. Mechikoff and 
Estes describe Erasmus this way: 

While Erasmus was an advocate for education, he appears to have 

argued against physical education in the education curricula. He 


believed that after age six the intellectual demands on a child were 
so great that they precluded much time spent on sport and 
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games...His ambivalence regarding the virtues of health and 
physical education in favor of intellect was manifest in the colleges 
and universities of Northern Europe during the Reformation. !”” 


The theme of the Renaissance was reformation of the Christian church. Reform 
included the view of the body and the training of the mind, body, and soul. Training of 
the universal man, however, was reserved for the wealthy and not every man. Such 
thinking would have caused disparity in health between the wealthy and the poor. 

Martin Luther is probably the best known religious leader of the Reformation. 
Rarely are Luther’s views of health and the body discussed. It is common knowledge that 
Luther struggled with subjugating his physical desires and was tormented by his flesh. 
Luther was unhappy as a child and experienced bouts of depression as an adult. He 
experienced harsh punishment at home and school. When he was approximately twenty- 
two years old, he joined the Augustinian monastery. During a thunderstorm, Luther 
feared he would die and, therefore, promised Saint Anne he would become a monk. 
Initially, this decision brought peace, but it was not long lasting. Later in his ministry, 
Luther made a remarkable discovery that freed him; he realized, “man’s righteousness is 
not his own but comes from God.”!” His discovery changed his views of the body and 
the persistent need to subdue its needs. Mechikoff and Estes write of Luther: 

Clearly, Luther believed that the human body should be taken care 

of, for both spiritual and physical reasons. He argued that 

Christians should take care of their bodies because, in so doing, it 

enabled them to be hard workers. This argument was different 


from the medieval view that the body was to be denied to obtain 
spiritual purity. Luther helped change the focus of spirituality from 
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the next world (heaven or hell) to this world, and consequently 
helped change the attitude of Christians toward the human 
body...while Luther did not endorse physicality in the same way as 
did the Humanists, he was more favorable toward it than the 
monks of the Middle Ages.!*+ 


Mechikoff and Estes reasoned that the Renaissance was a period of intellectual 
reawakening that reformed how the church viewed the body. The writers also note that 
the Renaissance was primarily a movement among the upper class. It is thus far obvious 
that no church period, since the Levitical Law, has had a unilateral view of the body or 
health. It is also obvious that one’s economic condition throughout church history 
impacted how the subject of body and health were addressed. 

Paul Tillich, a renowned father of the church who lived from 1886-1965, is 
described by Frederick J. Parrella as being personally concerned about health. 

Parella explains: 

First, it may be helpful to describe Tillich’s own relationship to His 

body. Like many Europeans, he was serious about remaining in 

good health. He built castles on the beach, took long walks on 

Sundays, as is the German custom, and for the most part, remained 

a fit man. While he watched his diet, he also loved good food, fine 

wine, and French cuisine...Not until his years at Harvard, when he 


turned 70 and he was a man with considerable fame, did he gain 
some weight.!7> 


From the early church to this century, the perception of health and care of the 
body has continued to evolve. This century, however, is plagued by an unprecedented 


decline in health due to neglect of healthy dietary habits, physical fitness, and rest. The 
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decline in health is felt in both the secular world and in the world of believers. It is a 
decline that is causing great suffering and a decline that individual denominations can no 
longer ignore. Hence, this century has seen an emergence, though a fragmented and 
segmented response, to linking religion and health. 

Some of the denominational responses to health are outlined here. It appears that 
the earliest collective denominational response to health occurred in the 19" century in 
1868 with Ellen Harmon White and the Seventh-day Adventist. Under her leadership, the 
group focused on medicine, dietetics, and missions.'”° In an online article by Dr. Joseph 
P. Stoia, the relationship between religion and healthy living as rooted in the Levitical 
Laws on health is argued. The purpose of the Levitical Laws was to prevent illness and 
communicable diseases. Joseph supports the fact that the teachings of the Levitical Laws 
have been lost over the centuries. In the nineteenth century, as people gained new 
understanding of the relationship between lifestyle, hygiene, nutrition, and illness, there 
was a shift toward individual responsibility to observe more healthy habits. It was during 
this time that Stoia credits the Seventh-day Adventist as having their greatest impact. 
Specifically, 

Seventh-day Adventist saw the body, mind and soul as organs that 

respond favorably to fresh air, sanitary and hygienic principles. 

Further they saw a balance between work and conditioning 

exercise. A special emphasis had been placed on self control issues 

such as abstaining from injurious tobacco practices, alcohol, the 

avoidance of patent remedies of the day in favor of natural 

remedies...and a strong emphasis on plain and simply prepared 

food...The last quarter of the 20" century has witnessed the 

introduction of health principles for reducing fat and adding high 


fiber to the diet leading to a light or moderate use of meat and 
dairy products... This very teaching is basic to the Adventist 
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teaching of abstaining from flesh food, the greater daily use of 
fruits and vegetables, and light to moderate use of dairy 
products...The uniqueness of the Seventh-day Adventist health 
principles is they were far ahead of their times. !*” 


Although there is no unilateral church response to physical health yet in the 21st 
Century, several denominations have begun to embrace the importance of linking health 
and religion. The General Board of the United Methodist Church adopted the Social 
Principles of the United Methodist Church-2008. The principles detailed an emphasis on 
health and wholeness, including: abstinence from alcohol and tobacco, health education, 
prevention programs, gene therapy, family violence, and media violence. Article five of 
the principles outlines the church’s commitment to health and wholeness; stating, 

Health is a condition of physical, mental, social, and spiritual well- 

being. John 10:10b says, “I came that they may have life, and have 

it abundantly.’ Stewardship of health is the responsibility of each 

person to whom health has been entrusted. Creating the personal, 

environmental, and social conditions in which health can thrive is a 

joint responsibility... We encourage individuals to pursue a healthy 

lifestyle and affirm the importance of preventive health care, health 


education, environmental and occupational safety, good nutrition, 
and secure housing. !?° 


Health, according to the General Board of the Church and Society of the United 
Methodist Church, is God’s ultimate design for humanity. The Board recounts that, for 
their founders John and Charles Wesley, health was integral to salvation and health 


remains the church’s focus. Finally, the Board articulates that their focus is to achieve a 
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global society where all persons have access to health and wholeness and that this access 
is both a public and a personal responsibility. !”° 

The National Episcopal Church (NEC) has advanced a health agenda that links 
health and religion. The NEC also suggests that it is critical for clergy and church leaders 
to model for members the importance of good health habits that encompass mind, body, 
and soul. The NEC stresses the importance of the health of its leadership as well as the 
health of its congregants. Matthew Ellis articulates the core mission of the NEC as to: 
“promote health ministry in Episcopal congregations, assisting them to reclaim the 
Gospel imperative of health and wholeness.”!*° 

The Progressive National Baptist Convention (PNBC) has changed the name of 
their traditional Nurses Guild to the Health Ministries Department. Their mission is to 
strengthen the congregation’s physical, mental, and spiritual health through ministry that 
encourages individual members to take responsibility for their own well being.'*! The 
PNBC appears to be in its infancy regarding health matters because there is no detailed 
writing on how to achieve their mission as the Seventh-day Adventist, United Methodists, 
and The NEC provide. 

The national denominational response, in some instances, has not filtered down to 


the local churches. Such was the case with the author’s contextual research setting. In the 


contemporary context of the author’s proposed research, many parishioners continue to 
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view the body and spirit as separate entities. For many people, church is about the soul 
and not about the body. The author’s proposed research project was intended to educate, 
motivate, and create a change in the members’ views of physical health in light of 
salvation. 

The author’s church is more than a century old. Through verbal interaction and 
observation, it was evident that the church’s history was devoid of focus on health 
teachings or development of personal accountability caring for the physical temple. A 
few of the elders of the church, who worked in the cotton and tobacco fields or 
experienced other strenuous physical labor, have reached the age of ninety or older in 
good physical condition. The eating habits and lack of a prescribed exercise plan for 
these elders appeared similar to the younger members. However, it seemed that their 
strenuous physical labor might have offset the deleterious effects of poor diet and lack of 
a formal exercise plan. The description of the elders supported the belief that their need 
for physical exercise was met within their daily work and activities. Younger members 
have moved away from farm life and physical labor. As a result, poor dietary habits and 
lack of physical exercise have had a devastating effect on the health of the congregation. 

Many in the author’s context did not articulate an awareness of correlation 
between being a Christian and caring for their body as the temple of the Holy Spirit. They 
seemed to view the soul and body as separate entities. However, this view is not unique 
to this local community; the dualistic view regarding spirit and body or religion and 
health is common. Many Christians remain dualistic. The author believes that pastors and 
church leaders must reconnect the body of Christ to a Wesleyan, biblical focus on health, 


regardless of denomination. 
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The short history contained herein sensitizes the reader to the evolution of the 
church’s dealings with physical health. From the beginning, God’s desire for humanity’s 
physical health and wellbeing is apparent. The wisdom of Leviticus and Deuteronomy 
speak to God’s desire. Much of that teaching has been lost to modern society. Yet, the 
wisdom of Leviticus has much to offer in the 21st Century. 

The dualistic view of the body and spirit emerged during the Middle Ages and 
altered human’s view of the body. The church fathers of the Middle Ages personally 
valued health, though it is not clear how that translated to the church. The humanists of 
the Reformation or Renaissance elevated the care of the body to significance. Changes in 
medicine also influenced the loss of natural and folk medicine, while reducing the 
expectancy of miracle healing. Historically, how the church has viewed the human body 
and responded to the issue of physical health has changed and evolved. The changes 
traversed centuries. 

However, God’s desire for the health of his people has remained constant. 
Therefore, it is dependent upon the church of the present to utilize the best knowledge of 
the past and present to facilitate God’s design for his people. The health crisis of the 
United States, which involves every denomination, calls for the church to utilize every 
effort to positively influence the physical health of congregants. It is unequivocally clear; 
the church must address physical health in this century. The modern church is called to 
address the matter of health more than ever before because the sickness and disease that 
invaded its ranks is impacting the effectiveness of the church. Much of the illness 
observed today is preventable by adopting healthier lifestyles. Healthy lifestyles can be 


developed using the wisdom of the past and the knowledge of the present. 
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Madden’s words, regarding the emphasis on wellness and preventive medicine in 
this century as a recovery rather than a new paradigm, are sobering. The roots of illness 
prevention and good health habits existed in the wisdom of the ages. The constructs are 
drawn from the Old Testament Book of Leviticus, the healing ministry of Jesus in the 
New Testament, the earlier church, and individuals committed to natural cures. It is 
important for the church of the 21st Century to embrace the wisdom of the past regarding 
health. This wisdom not only informs us but also encourages us regarding our ability to 
return to valuing proper diet, exercise, and rest as integral to our religion. More 
essentially, it is part of our Christian commitment to God, who desires health for us. 

It is equally important that the church conducts research and publishes findings on 
the programs that are effective for supporting congregants’ health. The task of reviewing 
the church’s historical response to health should not be as difficult for future seekers. The 
author’s goal is to contribute to the research by investigating the impact of direct pastoral 
involvement on congregants’ physical health in a rural context. The author believes that 
the published results of the research will provide light to the path for future seekers. 

Based on the preceding theoretical foundations of health, the author set forth a 
theological framework for physical health of the body. The proposed theological 
framework calls for the physical health and care of the body to be elevated to the level of 
the sacred disciplines of prayer, meditation on the Word, and giving praise to God. The 
author proposes that taking care of the body and maintaining health equates to 
acknowledging the sacred trust given to man and woman by God. Further, this caregiving 


for our body is equivalent to giving God thanks for the body. 
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Review of Literature 


The purpose of this section is to examine the research literature addressing the 
benefits of the participative role of pastors in physical health promotion among their 
congregants. Pastors are primarily responsible for leading their congregations in all things 
spiritual. If physical care of the body is elevated to a spiritual discipline, it is reasonable 
to assert that a direct and participative pastoral role in health promotion programs may 
prove beneficial for the health of congregants. 

It has been reported that the church is pivotal in moving congregants toward 
health in African American communities. According to E. Paulette Issac, Michael L. 
Rowland and Lewis E. Blackwell, 

...the Black church has been a place of worship, teaching and 

learning, and a place to seek refuge...To that end, the Black church 

has assumed many roles in the African American community. It 

has been described as an epicenter for artistic and leadership 


development, and politics, a social club, and a cultural and health 
center. !32 


Jeffrey S. Levin offers a number of reasons why the African American church has played, 
and can continue to play a pivotal role in facilitating health among its congregants. 


Specifically, 


Four reasons were given supportive of the Black Church as a locus 
for community —wide health programs: first, the Black Church is 
the single most important social institution in the Black 
community, and is the conservator of the Black ethos; second, the 
ethic [sic] of service to fellow human beings inherent in this ethos 
is quite convergent with the ‘communitarian ethic’ of public 
health; third there is historical precedent for acknowledging the 
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Black Church as an agency of social welfare services delivery; 

and, fourth, Black Americans are, medically speaking, both 

significantly at-risk and underserved relative to the dominant 

majority population. !*3 

The current disparities between majority and minority health problems create a 
unique necessity for the African American church’s involvement in health promotion. 
Issac and associates write that the Black Church may serve as a mediator for eradicating 
health disparities by continuing to stress health education and health promotion. !*4 
African American churches have been the sites for health screenings, weight loss 
programs, health education, and nutrition training. Health promotion programs conducted 
within churches and with church congregants have the potential to reach the group most 
adversely affected by disparities in health, African Americans. 

Churches and other religious institutions, according to Marci Kramish Campbell 
and associates, can influence their members to make behavioral changes that positively 
impact health.'!*> This writing will review research on church-based health promotion 
programs to crystallize a potential direct-impact role that pastors may enact in promoting 
the health of congregants in a rural setting. 

A review of the literature reveals that a great repository of research has been done 
on the role of spirituality and health. Harold G. Koenig writes: 


By the year 2000, the number of studies examining the relationship 
between some aspect of religion, spirituality, and health or health 
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care had ballooned to nearly 1,200...Since then, hundreds more 
studies have been published. Thus it is safe to say that over one 
thousand research studies have quantitatively examined 
relationships between religion, spirituality, and health, many 
reporting positive findings. !%° 


More specifically, a number of research initiatives on faith-based health promotion 
programs have been initiated within the African American religious community. 
However, many of the faith-based health promotion programs’ outcomes have not been 
evaluated.!?” As the African American religious community will be the context of the 
proposed research, the review of literature will primarily focus on those programs. 
Cheryl Holt and Stephanie McClure conducted a qualitative open-ended interview 
study to ascertain the perceptions of the religious-health connection among African 
American church members.!*° Thirty-three church members from seven churches, mostly 
African American, viewed church social support, not giving up on God, being committed 
to live in obedience to the Word, and God working through the adversity of sickness to 
teach life lessons as important to maintaining good health. The age range of participants 
was 34 to 84 with a mean age of 60 and included 27 females and 9 males, with an annual 
income of $40,000 to $50,000 per year. Five participants did not list their income bracket 
and educational levels were not assessed. The sample size of the study did not allow for 


any generalizations to be made about its findings. '°° 
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The Wellness for African Americans Through Churches (WATCH) Project was 
conducted to improve nutrition, physical activity and screening for colorectal cancer 
among rural African Americans. Two theory-based strategies were used: individualized 
intervention that consisted of tailored newsletters and targeted videotapes and 
employment of a lay health advisor to offer a social support/social network. The 
researchers believed that incorporating the two strategies would be more effective than 
one strategy alone. The results did not support the supposition regarding a multi-level 
approach. The individualized training strategy appeared superior to the lay health 
advisor/social support strategy. However, the findings may have been skewed by the fact 
that only 10% of the individuals in the lay advisor group actually spoke to the lay health 
advisor. Those who did speak with the lay health advisor sought screening for colorectal 
cancer more than those who did not.!4° 

Not enough information is offered in Campbell’s article to fully critique the 
WATCH Project. That was not the intent of the information given. The purpose of the 
article was to examine the effectiveness of single versus multi-level approaches to 
church-based health promotion research. Based on the findings of the WATCH Project, 
support for a multi-level approach was not present. However, the researchers reserved 
judgment on multi-level interventions and called for further research to examine and 
possibly capitalize on multi-level behavioral change strategies. 

Dehaven et al. examined the published literature on faith-based health promotion 


programs and published their findings.'*! Three hundred eighty-six articles were screened 
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and 105 were subsequently eligible for review. Fifty-three of those programs described 
themselves as faith-based health promotion programs. The areas of health promotion 
covered included primary prevention, cardiovascular health, cancer, cholesterol, blood 
pressure, weight reduction, and breast health screening. The researchers concluded that 
faith-based programs can be effective in improving health outcomes. However, the 
reviewers were concerned that the evaluation of faith-based health promotion programs 
needs to be more strenuous, concepts like faith need to be operationally defined, the 
impact of faith delineated, and outcome results need to be evaluated. !4” 

Ferguson et al. conducted a systematic review of faith based program 
effectiveness in social services. Twenty-nine studies were reviewed. Thirteen of the 29 
studies employed a quantitative method. Sample sizes ranged from 11 individuals to 
7,168 home health agencies. The results follow: 

Outcomes across the cohort studies were generally assessed in six 

areas: health, criminal recidivism, substance abuse, education, 

employment and wages, and psychosocial skills...Regarding 

health-related outcomes, 4 studies found that participation in 

religious programs was associated with increased access to health 

care and disease prevention (Brudenell, 2003; Chase-Ziolek & 

Gruca, 2000; Fox et al., 1998; Smith, 1992). Attendance at church 

and religious-based programs was associated with improved 

nutrition for clients in 1 study (M.Campbell et al., 2000). An 

additional study revealed that faith-based programs, as compared 


to secular services, were effective in influencing overall positive 
health values and lifestyles (Thomas et al., 1994). !4° 


The researchers caution that the cohort studies contain limitations. Specifically, the 


limitations include that in 26 of the 29 studies, only one indicator was used to determine 
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program effectiveness — achieving expected client outcomes. Such narrow focus does not 
consider the impact of faith-based programs on the organization and surrounding milieu; 
however, studies are unable to demonstrate why the programs were effective — only five 
programs provided specific measures for faith. In addition, studies failed to identify 
mediating and moderating variables. The researchers proposed several strategies to 
strengthen faith-based health promotion research effectiveness, which included 
broadening existing effectiveness indicators, operationally defining faith, developing 
valid and reliable instruments that measure the impact of faith, and strengthening future 
research through more scientific research design.'**+ 

Yanek and colleagues conducted a faith-based cardiovascular health promotion 
program for African American women aged 40 and older. A total of 529 women from 16 
churches were enrolled in the program. Three intervention strategies were employed. The 
interventions included (a) a behavioral model based on group dynamics, (b) behavioral 
group dynamics supplemented with a spiritual or church component, and (c) a control 
group, which consisted of non-spiritual, self-help interventions. The churches were 
located in the inner city of Baltimore, Maryland and at least 80% of their congregations 
were African American. Denominational affiliation was primarily Baptist (50%) with the 
remaining 50% being Independent, Roman Catholic, Methodist, or Holiness. All 
churches had at least 150 attendees each Sunday and none had active health programs. 
Baseline health parameters were recorded for all participants. Specifically, their health 


history, blood pressure, body weight, basal metabolic rate, pulse, blood lipids, glucose 
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level, dietary nutrition intake, smoking status, and physical activity assessment. !4° The 
overall finding was that church-based interventions for cardiovascular health can 
significantly benefit African American women. 

In an effort to determine effective strategies in church-based health promotion, 
Campbell and colleagues critiqued the Black Churches United for Better Health project 
(BCUBH). The BCUBH project focused on increasing the number of servings of fruits 
and vegetables consumed among African American church members in a rural setting in 
North Carolina.'*” The review of BCUBH is particularly important because of the large 
random sample size, duration of research program, location of the study, and rural 
population context. Ten rural counties were included in the study with a total of 2,519 
participants. A multi-component intervention, which included gardening, nutritional/food 
preparation, and use of lay health advisors was implemented for approximately 20 
months. The results were that both intervention groups consumed similar amounts of 
fruits and vegetables at the outset. At the two-year follow up, the intervention group 
consumed 0.85 more servings of fruits and vegetables. The largest increases in fruit and 
vegetable consumption occurred among individuals 66 years and older, individuals 
having education beyond high school, individuals widowed or divorced, and individuals 
attending church frequently. The researchers concluded that the BCUBH project’s multi- 
component intervention was successful in achieving dietary changes that reduce the risk 


for cancer among rural African Americans. !*° 
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Ken Resnicow and colleagues set out to disseminate and evaluate previous dietary 
interventions that had been conducted through African American churches — Black 
Churches United for Better Health (BCUBH) project, conducted by the University of 
North Carolina and noted above, and Eat for Life (EFL), conducted by Emory University 
of Georgia.'*? The goal of the program was to conduct the interventions of both programs 
under real-life conditions, utilizing volunteers versus experts. The intervention strategy 
involved combining those areas of both programs that were found effective: nutritional 
training/activities, self-help materials, and motivational interviews by volunteers versus 
professional health advisors. The computer generated newsletter which had been helpful 
in the BCUBH project was not used because it did not translate well to real-world 
conditions. A total of 15 churches, eight intervention churches and seven comparison 
churches for a total sample size of 854, participated in the study. All churches were 
predominantly African American. The findings were encouraging. Despite the fact that 
there was a somewhat smaller effect size in consumption of fruits and vegetables than in 
the original studies, the improvement was statistically significant. The researchers 
attributed the reduction in effect to volunteer lay health advisors, church-wide training by 
church volunteers with less professional supervision, and fewer resources than those in 
the BCUBH project.!>° 

Deborah Frank and Laurie Grubbs also conducted a faith-based screening and 


education program in an effort to reduce risk factors for diabetes, cardiovascular disease, 
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and stroke in an African American, Southern, rural population.'*! The research was 
undertaken because of the disproportionate number of African Americans who are 
affected by cardiovascular disease (CVD), diabetes mellitus (DM), and stroke/CVA 
cardiovascular accident. Frank and Grubbs proposed that the disproportionate rates of 
illnesses among African Americans were attributable to obesity, hypertension, nutrition 
deficits, environment, education, and cultural issues.!>* The researchers first established a 
relationship with a pastor who was the leader of a local community center. The pastor 
assisted access to small rural churches. The 89 participants included 27 male, 62 female, 
mostly married, 18-83 years of age with 35% of participants having a high school 
diploma or less. The median age was 45.8 years. Forty-nine participants had some college 
or a college degree. Researchers found that pre and post-test scores of knowledge on DM 
was not significant and there was insignificant increase in knowledge among the normal 
blood pressure group and the high blood pressure group.!** The researchers attributed 
their findings to one-time education/screening programs, need for on-going professional 
involvement, and questionable illiteracy and problems with eyesight especially among 
the elderly. 

According to Yanek and colleagues, the church is the primary source of social 
support and community leadership in the African American community, especially for 


older African Americans.!>4 There is no question that African American churches can 
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play a pivotal role in influencing congregants to take better care of their temple/bodies. 
The research contained in this writing firmly establishes that health promotion activities 
conducted through the church have a positive outcome on the health behaviors of African 
Americans. Within the proposed research, the question arises whether a direct pastor- 
participative role in health promotion would be beneficial to the health of rural 
congregants. 

The author was not able to obtain any research that described a direct participative 
pastoral role in health promotion. According to West and colleagues, a review of the 
literature reveals that there is little research on the role of pastors encouraging healthful 
practices in their congregations, more specifically among African American 
congregations.!°> However, Luvenia W. Cowart and colleagues documented that winning 
support from pastors is key to health promotion and research because pastors inspire trust 
in their members and can serve as role models for healthy behavior.!*° Jeffrey Levin 
describes the African American pastor as having a pivotal role in preventive health 
behaviors. Levin elucidates: 

Consistent with the Black Church’s roles in preventive medicine, 

and with the Black pastor’s role in the Black Church as well as in 

the larger Black community, a new Black pastoral role recently has 

emerged: ministers as agents of health-related social and 

behavioral change...By virtue of their apostolic authority and their 


central place in the cultus, Black pastors are ideal folks to convey 
health-related information, and, in the broader sense, to effect 





155. Donnie W. West et al., “African-American Clergy’s Perceptions of the Leading Health 
Problems in Their Communities and Their Role in Supporting Parishioners’ Health,” The Journal of 
Pastoral Care & Counseling (Summer 2006): 13. 


156. Luvenia W. Cowart et al., “Designing and Pilot-Testing a Church-Based Community to 
Reduce Obesity Among African Americans,” ABNF Journal (Winter 2010): 9. 


96 


health-related behavioral change...within Black churches, the 
enthusiastic participation of pastors is absolutely critical to the 
success of these endeavors. !57 


In the African American Christian church, the role of the pastor is to teach, preach, train, 
and model the sacred for congregants. 

The roles of pastors most often perceived by lay congregants in the past were: 
conducting worship, teaching about faith, training people for ministry, converting others 
to faith, administering work of congregations, visitation, counseling, involvement in the 
wider community, providing vision for the congregation’s ministry, offering prayer and 
serving as a spiritual guide.'** Health promotion fits neatly into the already established 
roles of pastors. 

A research project conducted by Corbie-Smith and colleagues of the National 
Center on Minority Health and Health Disparities may offer some insight as to why there 
is little to no research related to direct pastoral involvement in congregational health 
pursuits. It appears that pastors do not perceive their role as direct participants in health 
promotion activities. The researchers conducted four two-hour focus groups with six to 
eight pastors each, in August 2003. The pastors were from southwest, northeast, central, 
and south central North Carolina. All of the pastors were African American — twenty-six 
male and four female -- high school graduates with either vocational or college training, 
and the average age was fifty years old with congregations of more than one hundred 
members. Pastors identified their roles in research as facilitative. The roles were 


identified as supporting the research initiative, serving as a liaison between the church 
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and research institution, identifying and mobilizing resources, utilizing influence to 
motivate participation in research, and serving as organizational gatekeepers and 
protectors of their congregation.!° 

The pastors saw their role in improving the health through research initiatives as 
facilitative, not as participative. A number of reasons were offered as to why pastors did 
not see themselves as primary investigators in research initiatives, to include role conflict 
and role overload. All of the pastors appeared to view research as valuable to the health 
of their congregants and would be supportive of research initiatives. Based on this 
research, pastors did not perceive their role as primary investigators in research or 
participative in health promotion programs.'© Role overload, given all the requirements 
of the pastoral role, may explain the sparseness of published research from pastors across 
ethnic and denominational groups. Pastors may view research as being in conflict with 
their spiritual role; however, this explanation is only speculative.'®! Although the findings 
are not generalizable they are worthy of reporting. 

Research on clergy’s perceptions of their roles in supporting the health of their 
congregants was published in the Journal of Pastoral Care and Counseling. West et al. 
surveyed 41 Southern California pastors (i.e., 35 males, 6 females). All of the participants 
identified themselves as Black (i.e., non-Hispanic). The average time as pastor was 12.6 
years. The members of their congregations were predominately adult females. Out of 


eleven health indicators which included stress, physical activity, overweight/obesity, 
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tobacco use, substance abuse, responsible sexual behavior, injury and violence, access to 
health care, HIV/AIDS, immunization, and mental health, the pastors ranked stress, 
overweight, and obesity as the three most pressing health indicators among their 
congregants. When asked which health problems they felt they could most impact from 
the pulpit, the pastors ranked responsible sexual behavior highest. Stress was ranked as 
the second problem pastors felt they could most impact from the pulpit.' 

Although stress, overweight/obesity, physical activity and tobacco use were 
ranked highest as health indicators affecting congregants, the only one of the four that 
pastors believed they could impact from the pulpit was stress. The research does not offer 
reasons why pastors did not feel they could more positively impact overweight/obesity or 
physical activity from the pulpit. Pastors did, however, indicate that they believed that the 
problem of being overweight or obese was connected with some medical illness and 
sinful or immoral behavior. It is understandable that pastors may feel incapable of dealing 
with problems that stem from medical illness. It is difficult to understand that pastors feel 


more capable of dealing with emotional problems than sinful immoral behavior from the 


pulpit.!© 
The church, for many, continues to function as an anchor institution in the 
community. In the African American community, the church has played a major role in 


the development and survival of social life and community values. The Black church has 


provided religious freedom, social affiliations, economic empowerment, and political 
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activities.'©* As the leaders of the church, an African American pastor’s commitment to 
health promotion is viewed as an important factor by Yanek and associates. Yanek et al. 
worked closely with pastors and believe that pastors motivate participants to continue in 
research projects.!® According to West et al., pastors are often the first persons that 
individuals go to when they need help.'© 

Bishop Mike Watson addressed the General Board of Pension and Health Benefits 
of the United Methodist Church.'°’ One of the objectives was to improve the health of 
clergy and lay workers in order to maintain the mission of ministry. Concerning a 
personal Black problem, Watson writes: 

...beyond the personal, physical pain — was that my ministry was 

harmed. As you can imagine, this had a real impact on my 

psychological well being. I was not able to perform my ministry as 

I was used to and to the level others expected from me. 


Interestingly enough, this is the kind of impact physical health 
problems have on many of our ministers.'° 


Abigail R. Evans writes that as ministers of healing, pastors are in need of healing. Evans 
offers the following: 
By starting with their own understanding of health, they can set an 


example of a healthy lifestyle for members of their congregation 
and the community...Pastors can assist people in rethinking ways 
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of living that bring wholistic health...the pastor is a healer in 
several ways. First, the pastor proclaims universal truths...Second, 
the pastor conveys the symbols of health and healing relating to 
people as persons, not patients... Third, the pastor counsels 
individuals in order to reveal spiritual road-blocks to healing.'® 


Matthew Ellis, Executive Director of National Episcopal Health Ministries notes: 


It’s also important for clergy and church leaders to model the 
importance of taking care of yourself: body, mind and soul. Clergy 
are often overworked and find it difficult to take time to take care 
of themselves...We need to create the space for clergy to take care 
of themselves so they can model good health...When people feel 
better mentally, spiritually, emotionally and physically it allows 
them to serve God’s will in a greater capacity.!7° 


The research indirectly and directly infers that pastors have a major role to play in 
encouraging health behaviors among their congregants. The writing is suggestive that 
direct pastor participation in health programs can also be beneficial to the health of the 
pastors. A participant role offers pastors an opportunity to care for their health as they 
model healthy behaviors for congregants. 

Carroll describes pastors as producers of culture. Pastors, according to Carroll, 
give shape to a congregation’s particular way of being a congregation.!”! Carroll offers 
that pastors’ core work is preaching, leading worship, teaching, and counseling. 


Conjointly, pastors decisively shape how congregations view life, as well as ministry. 
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Hence, pastors have the ability to impact how congregants view physical health and 
health-maintaining behaviors. 

The author of this research hoped to establish that pastors can impact the health of 
congregants by actively participating in health promotion programs by examining the 
research literature. Although no research articles were found to substantiate that claim, it 
is unquestioned that the African American church has been effective in promoting health 
behavior among congregants. It is also unquestioned that the leader of the African 
American church is the pastor. Therefore, he or she, as leader of the church, can utilize 
the authority of leadership, the practice of teaching and preaching, and engagement in 
worship of God to become a leader in health promotion. 

Men and women have been entrusted by God to take care of the temple-body 
created by God. It has been firmly established that the body, by virtue of its Creator and 
divine purpose of ministry, is sacred. Healthy bodies are necessary for effective ministry. 
As leaders in the African American church, pastors are responsible for declaring spiritual 
truths, teaching and training congregants, leading worship, counseling congregants and 
developing effective ministry within the church, the community, and the world. 

Congregants most often turn first to the pastors for all things, to include health 
concerns. Pastors counsel congregants on health concerns as well spiritual concerns. 
Pastors are expected by congregants to model wholeness — physically and spiritually — for 
creating cultures that value the things of God. Combining all of the above, it is reasonable 
that direct participation in health promotion programs by pastors can be of inestimable 
value, especially in small rural African American congregations where resources are 


limited. 


CHAPTER FOUR 


METHODOLOGY 


The purpose of this qualitative action research was exploration of the benefit of 
direct pastoral participation in health promotion efforts. The participative pastoral role, 
herein, was defined as serving as a group facilitator, health educator, exercise leader, and 
encourager. The target population was African American congregants in rural Scotland 
County, North Carolina. The intervention was designed to engage participants in a six- 
week personal health program. 

A qualitative design was selected because of the research methods; specifically, 
use of interviews, group discussions, researcher observations, and personal testimonials. 
According to J.W. Creswell, qualitative design is best when research occurs in natural 
settings using multiple sources of data; this was pertinent because the researcher was 


elemental for the study and the data collection relied on interaction with participants. ! 


Selection of Methodological Approach 


The Small Steps program was modeled after effective church-based health 
programs and current research. In an analysis prepared by Campbell and associates, 


certain elements were essential for creating successful church-based health programs.” 
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The essential elements included (a) understanding the social cultural context and 
(b) involving key community persons. The social cultural context was responsible for 
including prayer prior to and after each session, facilitating the spiritual-based exercise 
chant, and alternating exercise locations between North and South Carolina. Involvement 
of key community people was satisfied by the pastor and church leaders volunteering to 
participate in the program (i.e., deacons, trustees, ministry leaders). 

In a prior study entitled, Black Churches United for Better Health (BCUBH), 
Campbell and associates note that study participants endorsed eating healthy foods and 
exercising properly as instrumental for avoiding cancer while prayer was viewed as 
instrumental for avoiding illness. Participants at BCUBH further endorsed the pastor as 
the most effective person to deliver messages about health to the congregation.! Hence, 
all training on health was conducted by the pastor and prayer was an intimate part of each 
session. In addition, healthy foods were integrated into the program. According to the 
National Center for Chronic Disease Prevention and Health Promotion, physical 
inactivity and unhealthy eating lead to obesity and obesity contributes to a plethora of 
preventable illnesses, such as diabetes, cardiovascular disease, and cancer.” Cowart and 
associates also identify the importance of reduction in obesity to reduction in preventable 
illnesses.* The Small Steps program included physical exercise and the introduction of 
healthy food choices based on findings by the National Center for Chronic Disease 


Prevention and Health Promotion,‘ as well the findings of the BCUBH program’. 





3. Campbell et al., “Church-Based Health Promotion Interventions,” 226. 
4. Centers for Disease Control and Prevention, “Physical Activity and Good Nutrition,” 133-134. 


5. Cowart et al., “Designing and Pilot-Testing,” 4-5. 
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Walking was selected as the form of exercise. The National Institutes of Health 
Publication 07-4155 offers the following: walking is one of the easiest forms of physical 
exercise; it is inexpensive, convenient, increases muscle tone, increases energy and 
stamina, improves mood, and may lower the risk of high blood pressure, heart disease, 
high cholesterol, and type-2 diabetes.° A research meta-analysis using the key words 
physical activity, walking, or exercise to determine the association of walking with 
cardiovascular risk and all-cause mortality was conducted by Hamer and Chida. In 
eighteen prospective studies, the researchers found an inverse relationship between 
walking and cardiovascular disease and all-cause mortality in both men and women 
supporting the benefits of physical exercise and walking specifically.’ Therefore, walking 
was selected because of its benefits and its adaptability to the wide range of physical 
fitness among participants in the program. Cowart and associates identified creating 
partnerships between participants as beneficial in church based programs.* Based on 


Cowart’s findings, each participant was given an accountability partner. 





6. Centers for Disease Control and Prevention, “Physical Activity and Good Nutrition.” 
7. Campbell et al., “Church-Based Health Promotion Interventions.” 


8. National Institutes of Health, “Walking: A Step in the Right Direction,” (July 5, 2011), 
http://win.niddk.nih.gov (accessed September 12, 2011). 
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Instrumentation 


All of the instruments used were developed by the author. The instruments were 
specifically designed to obtain participant information pertinent to the assessment of the 
benefit of direct pastoral involvement in health promotion among congregants. 

The demographic instrument gathered information on sex, age, education, and 
familial and personal health of participants. The Pre-Program Assessment Questionnaire 
(Appendix C) was designed to assess participants’ perceptions of the pastoral role in 
promoting health before beginning the program. Both positive and negative questions 
were asked to validate participant responses. A five-point Likert Scale was used on most 
questions with responses ranging from strongly disagree to stronglyagree. The scale 
allowed a wide range for participants to express the strength of their opinions. The 
covenant agreement, though not legally binding, reinforced the Christian community 
characteristic of a covenant people. The Post-Program Assessment Questionnaire 
(Appendix D) also used a five-point Likert Scale with questions asked in the negative and 
positive. The design of the post-program instrument was geared to ascertain the benefits 
participants received from the direct pastoral role. Physical assessment of height and 
weight were collected at the beginning of the program. The collection of participants’ 
height and weight and other demographic and health information established the 


relevance of health promotion at this site (Appendix E). 


Data Collection 


Data collection and analysis was triangulated utilizing the questionnaires noted in 


the instrumentation section, observations by the author, as well as verbal and written 
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testimonials. Although height and weight were collected at the beginning of the program, 
they were not collected at the end of the program. Weight loss, however, was assessed by 
self-report. 

Each participant completed questionnaires, signed a covenant agreement 
(Appendix F), participated in weekly education and discussion sessions, reported the 
personal impact of the program during discussion sessions, sampled healthy foods, and 
participated in weekly group exercise. 

Attendance sheets were maintained at each event by a contextual associate. All 
data was collected, managed, and collated by the author and a designated contextual 
associate. Findings were analyzed by the author to determine meaning as it related to the 


purpose of the inquiry. 


Methodological Summary 


The Small Steps program was constructed using the reports from previous church- 
based health promotion programs and current research literature. Based on all of the 
above, the success in creating health benefits among the participants was anticipated. 
However, because the author was unable to find a model of direct pastoral involvement in 
the research literature, the benefit of direct pastoral involvement remains to be seen. 
Therefore, the author relied on her training as a nurse educator, exercise leader, small 
group facilitator, and her intimate relationship with the participants to enact the direct 


pastoral participative role. 


CHAPTER FIVE 


FIELD EXPERIENCE 


The Small Steps program met two times per week for six weeks between March 
6th and April 17th of 2011. The group selected Saturdays at eight in the morning and 
Sundays immediately following worship service as the times for exercise and teaching, 
respectively. The program included prayer, training about the body, instruction about 
maintaining the health of the body, physical exercise, healthy food sampling, time for 
testimonials, and a healthy food fellowship at the end of the program. The author served 


as teacher, facilitator of group discussions, and leader of the weekly exercise program. 


Participants/Recruitment 


Participants were recruited through the weekly church bulletin, as well as church 
and pastoral announcements. Church members shared information with family members 
attending other churches. A sample of twenty-six persons signed up for the program. All 
participants except two were from the target church. The two visitors were not able to 
participate in all aspects of the program due to conflicting church schedules. Two 
members from the target church joined the program after the second week, returning the 
number of participants to twenty-six. Each participant signed a covenant agreement to 


participate in the program. 
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More than half of the participants were female (i.e., 19 females, 7 males). This was not 
unusual because the church had approximately 87% female members. 

The ages of participants were diverse. Participants’ ages encompassed 3 (10-15 
yrs), 1 (16-21 yrs), 1 (28-33 yrs), 3 (34-38 yrs), 5 (39-44 yrs), 5 (45-49 yrs), 5 (50-54 yrs) 
and 3 (55-59). This disparity was reflected in the marital status and highest education 
completed. Seventeen were married, six were single, and three were divorced. One was in 
elementary school, two in middle school, two in high school, six were high school 
graduates, ten had some college credits, four had a Bachelor’s degree, and one had a dual 
Masters’ degree. 

The participants had numerous health problems. Specifically, multiple 
participants had high blood pressure (11), high cholesterol (4), pre-diabetes (3), diabetes 
(2), arthritis (5), overweight (15), and congestive heart failure (3). Other illnesses unique 
to individual members and included thyroid disease (1), asthma (1), bronchitis (1), and 
esophageal reflux disease (1). It was important to note that the health problems identified 


were similar to the health problems identified in the UNC/Shaw Health Assessment. 


Intervention 


Session One 

The first session occurred on Sunday morning following worship service. The 
purpose of the session was to introduce the program, pass out the pre-assessment forms 
and covenant agreements, to secure feedback from participants. Peer associates assisted 


with the distribution of pretests, covenant agreements, and gift bags. 
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Each participant was given a gift bag containing a pedometer, bottle of water, bag 
of instant oatmeal, granola bar, banana, and an apple. Each person completed the pretest 
and signed the covenant agreement that day. Those who could not complete the forms 
that day were given a week to return the pretest and information forms. 

The participants were asked to verbalize why they volunteered for the health 
program and what they expected to gain from their participation. Twenty volunteers 
responded to the two-part question. Most of the younger volunteers did not respond to 
these inquiries. Five individuals who expressed an interest in the program were not 
present due to work schedules. Although those individuals later opted to work out on 
their own, they were not included in the data or results of the research. 

Week Two: Saturday 

Week two was the beginning of program implementation. The group walk 
occurred in a local park in North Carolina. The exercise session began with prayer, 
physical warm up exercises led by the author, and the exercise chant. Specifically, the 
group chanted the assertion, “This is my body. God gave it to me. And, I will show Him 
how much I appreciate it by taking care of it.” 

Each person was given permission to walk at their own pace and at a distance that 
was comfortable for them. Some volunteers walked with their partners and some did not. 
Two family members of participants joined the walk. They were not participants in the 
program or members of the church. When the majority of people had completed their 
exercise, prior to departing, the group assembled for closing prayer and repetition of the 


exercise chant. 
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Week Two: Sunday 

The remaining forms were turned in by participants. The training session 
presented to participants was drawn from information contained in the theoretical 
foundations section of this document. Participants were introduced to the essential 
concepts (a) God’s design of the body, (b) the body as the temple of the Holy Spirit, and 
(c) the importance of making healthy choices as Daniel and his friends did, even under 
pressure. The schematic of the human musculoskeletal system was presented to sensitize 
participants to God’s design. The healthy food sampling was fresh fruit smoothies 
sweetened with Agave Nectar. Participants were allowed to choose a snack from the 
following: pineapple in its own juice, frozen strawberries, ripe bananas, yogurt, and/or 
milk. 
Week Three: Saturday 

The group assembled to walk at a local school track in South Carolina. The group 
had agreed to rotate between South and North Carolina since participants lived in each 
state. Exercise began with prayer, moved to warm up, and ended with prayer and the 
exercise chant. 
Week Three: Sunday 

The training session presented to participants was (a) a continuation of God’s 
design of the body, (b) an explanation of why drinking water is important, and (c) a 
health tip on water consumption before and after meals. Participants were encouraged to 
cease drinking fluids at least thirty minutes prior to eating and to refrain from drinking 
fluids at least thirty minutes after eating. The healthy food sampling was vegetarian 


burgers on high fiber thin buns and high fiber pita chips. Participants were offered 
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lettuce, tomatoes, onions, or pickles for their burgers. Condiments included organic 
ketchup, mayonnaise, and mustard. Water was provided. Church members who were not 
participants in the program engaged in the healthy food sampling. 
Week Four: Saturday 

The group assembled at a local high school track in North Carolina. Exercise 
began with prayer, moved to warm up, and ended with prayer and the exercise chant. 
Participants were asked to meditate on the natural sights and sounds as they walked 
versus talking or using earphones. The purpose of meditation was to put participants in 
touch with God and His creation. 
Week Four: Sunday 

The training session presented to participants focused on participative medicine. 
The concept of patients being informed about their health and being active participants in 
their health care decisions was discussed. Resources offered included using the internet to 
gain information on illness and medications, sharing information with one another, and 
not being afraid to ask the doctor questions. The healthy food sample included vegetarian 
ravioli with vegetarian meat sauce. The vegetarian ravioli was frozen. The vegetarian 
meat was made by the author. Recipes were made available upon request. 
Week Five: Saturday 

The group assembled in downtown Laurinburg, North Carolina. Group exercise 
began with prayer, moved to warm up, and ended with prayer and the exercise praise 
chant. Three participants brought family members. The local paper ran an article on the 


Small Steps Walk that was held downtown (Appendix G). The walk took place on a two- 
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mile course laid out by the city of Laurinburg. Participants were asked to increase the 
distance or speed of their walk as tolerable. 
Week Five: Sunday 

The training session presented to participants focused on the purpose of eating 
versus the pleasure of consuming food. Participants were taught that the purpose of food 
is to provide nutrition and energy to the body as well as to rebuild body tissues. 
Therefore, when choosing food, one should always question the benefit of the food being 
consumed. 

The healthy food sample was manicotti. The manicotti was purchased from a 
local grocery. Though it contained a cheese filling, it was much less cheese than is 
included in homemade manicotti and the cheese was low fat. One of the reasons for its 
selection was convenience. It served as an illustration for participants to know that they 
can prepare healthy meals quickly without buying fast food. 

Week Six: Saturday 

The exercise session was canceled due to a weather forecast of thunderstorms. 
Week Six: Sunday 

The group gathered at a participant’s house. She volunteered to host the 
celebration dinner. Participants brought healthy, vegetarian entrees they had discovered 
while participating in the program. All participants were applauded for their commitment 
and encouraged to continue their journey to a healthier lifestyle. Parents brought their 
young children. The ages of the children ranged from four years to sixteen years, for a 
total of eight children. All of the children dined on salads, vegetarian entrees, and water 


and never questioned the absence of meat. 
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Participants were encouraged to observe the behavior of the children. They were 
reminded that training the children in exercising and eating well would reduce their risk 
of preventable illnesses. They were also encouraged that maintaining health is a journey 


that they had begun and should continue. 


Analysis of Data 


All data were computed by hand. One peer associate along with the author was 
responsible for collecting, managing, and computing data results. Data sources and 
analysis included pre and post-program questions, personal testimonies during 
discussion, author observations, and changes in weight. Some participants did not answer 
all of the questions. Therefore, some percentages do not total 100%. 

Results of Pre-program Questionnaire 

Pre-test results revealed: 92% strongly agree and 8% disagree that the pastor is 
supposed to address all the needs of congregants to include the physical health of 
congregants; however only 48% strongly agree, 41% agree, 7% had no opinion and 4% 
strongly disagree that the pastor should teach and preach health; 58% strongly disagree 
17% disagree, 7% had no opinion and 18% strongly agree that physical health is not a 
spiritual issue; 60% strongly agree, 30% agree, and 4% strongly disagree that the pastor 
should encourage congregants to think about whether their nutrition is healthy or not 
healthy; 60% strongly agree, 30% agree and 4% strongly disagree that the pastor should 
encourage congregants to exercise; 39% strongly agree, 43% agree and 17% had no 
opinion that the pastor should maintain a healthy weight; 29% strongly agree, 62% agree 


and 8% had no opinion on whether the pastor should exercise on a regular basis; 29% 
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strongly agree, 62% agree, 4% had no opinion and 4% disagree that the pastor should 
participate in exercise with congregants; 45% strongly agree, 50% agree and 5% had no 
opinion that pastors should teach about health; 39% strongly agree, 43% agree, 9% had 
no opinion, 4% disagree and 4% strongly disagree that the pastor should role model and 
teach about health; 45% strongly agree, 50% agree and 5% believe that the pastor should 
preach about the impact of health on the ability of members to be effective in ministry 
and 83% strongly disagree and 17% disagree that the pastor should ignore issues of 
physical health. 
Post-program Questionnaire Results 

The post-program questionnaire revealed the following: 92% strongly agree and 
8% agree that participation in the Small Steps Program helped them to view taking care 
of the body more seriously; 88% strongly agree and 12% agree that they now see their 
bodies as a gift from God that they are responsible to take care of; 88% strongly agree 
and 12% agree that the Small Steps Program helped them to view the body as a gift from 
God; 100% strongly agree that the pastor’s participation in the exercise sessions was very 
encouraging; 72% strongly agree and 28% agree that the pastor’s participation in the 
exercise sessions positively affected their personal commitment to attend exercise 
sessions; 52% strongly agree and 48% agree that their energy level significantly 
improved during the program; 84% strongly agree and 16% agree that they gained new 
information on healthy nutrition; 68% strongly agree, 28% agree and 4% had no opinion 
whether the healthy food options tasted good; 68% strongly agree and 32% agree that the 
pastor’s preparation and selection of healthy food options helped them to maintain an 


open mind; 48% strongly agree, 8% agree, 12% had no opinion and 8% disagree that they 
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had added healthy foods to their family’s diet because of the Small Steps Program; 56% 
strongly agree and 44% agreed that they acquired new information on how the body 
works from the Small Steps Program; 56% strongly agree and 44% agree that they had a 
better understanding of why exercise is important based on God’s design of the body; 
80% strongly agree and 20% agree that the pastor was effective in helping them to 
connect caring for the body with expressing appreciation to God for the body; 76% 
strongly agree and 24% agree that the pastor was effective in helping them to see caring 
for the body as a spiritual responsibility; 76% strongly agree and 24% agree that the 
information provided was helpful in addressing personal health concerns; 80% strongly 
agree and 20% agree that the information gained from the Small Steps Project would be 
helpful in continuing the journey toward a healthier lifestyle; 67% strongly agree and 
33% agree that pastors should actively participate in health programs along with their 
members; 52% strongly agree and 48% agree that the pastor’s participation in exercise as 
helpful; and 71% strongly agree and 27% agree that the benefit that they received from 
the Small Steps Program was directly due to the pastor’s active involvement. 
Participation Results 

The results of participation in exercise were: 1% attended one session, 7% 
attended two sessions, 15% attended three sessions, 42% attended four sessions, and 35% 
attended five sessions. The attendance at Sunday training was: 3% attended two sessions, 
3% attended three sessions, 35% attended four sessions, and 59% attended five sessions. 
Participants who participated in the healthy food sampling were: 12% did not participate 


in healthy food sampling, 7% participated in in one sampling, 3% participated in two 
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samplings, 35% participated in three samplings and 42 % participated in four healthy 
food samplings. 
Benefits/Testimonials of Participants 

Participants listed the following health benefits experienced during the Small 
Steps program: thirteen participants experienced increased energy, six lost weight and 
five reported feeling much better. Other benefits included: becoming more open-minded 
to healthier food; cessation of dizziness, indigestion and gas; fewer headaches; decreased 
stomach pain, bloating, knee pain, foot pain; increased stamina; improved water intake; 
increased health awareness; and improved sleep and cognitive abilities. One participant 
stated that she was loving life because she had more energy. Another person who 
appeared to be in good health informed the group that he no longer had to use over-the- 
counter and prescription medication since he stopped drinking water thirty minutes prior 
to and after eating. All testimonials provided were included in Appendix H. 

Researcher Observations 

The enthusiasm of the group was palpable on Saturday mornings. Parents brought 
their younger children who ran or walked around the track with their parents or with their 
young friends. The author received words of gratitude outside the weekly discussion 
groups. 

The most telling observation is that more than half of the church participated in 
the UNC/Shaw Partnership Assessment. All of the participants in the Small Steps 
program participated in the UNC-Shaw Partnership Assessment except one new member 
and participants younger than eighteen. The participants in the UNC-Shaw Assessment 


overwhelmingly endorsed the church’s role in facilitating health and their readiness to 
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participate in health promotion. The church’s health ministry was in place at the time of 
that assessment. However, no effort was made by the health ministry or participants in 
the UNC-Shaw Assessment to create a health promotion program. The focus of the health 
ministry, A Moment in Health, remained, calling attention to health issues on the third 
Sunday of each month. Despite endorsing the church’s role in facilitating health, no other 
effort was made until the author engaged the church membership in health promotion. 

During the author’s first year as pastor, she walked with the congregation each 
Saturday morning and approximately half the participants in the Small Steps were a part 
of the walking group. When the author ceased to walk with the group, the group walk 
ceased. At the time of this writing, some of the participants are continuing to engage in 
exercise and better nutrition. However, the majority of the congregants who participated 
in the program ceased to engage in exercise. That is strongly suggestive that the pastor’s 
direct participation sparks congregants to engage in physical exercise and health 
promotion. Based on the testimonials of participants, observations of congregants’ 
behavior prior to the Small Steps intervention, and congregant response to past direct 
pastoral involvement, the author strongly believes that the direct participative role of the 
pastor is beneficial to the congregants in this context. 
Summary of Impact of Direct Participative Pastoral Role 

The Post-Program Questionnaire results suggest that the direct pastoral 
participation role was extremely beneficial in this group and context. Spiritually, the 
direct involvement of the pastor as educator created a paradigm shift in how the body is 
viewed. When adding strongly agree and agree data, the role of the pastor teacher was 


effective in helping participants to view their bodies as a gift from God that they are 
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responsible to care for. When looking at the strongly agree category alone, 88% of 
participants accredit the Small Steps program with helping them to view their bodies as a 
gift from God. The responses to the surveys indicated that the direct pastoral role of 
educator was also instrumental for changing views towards healthy foods. Eighty percent 
of the participants had added healthy alternatives from the program to their diet. The role 
of educator was also credited with shaping new views on the importance of physical 
exercise. One hundred percent of participants strongly agreed that the direct pastoral role 
was very encouraging regarding exercise while 72% credit the direct pastoral role in their 
commitment to attend exercise sessions. Overall, when adding the strongly agree and 
agree categories, one hundred percent of participants identified the direct pastoral role as 
beneficial. There was no dissension among participants regarding the benefit of the direct 


pastoral participative role. 


Summary of Findings 


According to the findings, the Small Steps program was beneficial for all 
participants. The findings suggest that the participative role of the pastor played a key 
role in affecting the benefits experienced by participants. These findings facilitated the 
development of conclusions, implications for practice, and recommendations for future 


study. 


CHAPTER SIX 


REFLECTIONS, SUMMARY, AND CONCLUSION 


This chapter documents reflections on developing, implementing, and conducting 
the program Small Steps. This includes a discussion of the lessons learned throughout 
this process as well as insights on the transformative experience. Finally, this chapter 
includes implications for practice and recommendations for future research involving 


the Small Steps model. 


Reflections and Lessons Learned 


The Small Steps program was a six-week health promotion program that included 
instruction regarding the physical body and sessions for experiencing healthy foods and 
group exercise. Group exercise was conducted on Saturday mornings. This decision was 
partly design and partly convenience. Most of the participants did not work on Saturday; 
therefore, group exercise attendance was very good. Saturday morning also increased the 
likelihood that family members would join the participants in their exercise. This design 
also maximized participation by using Sunday morning for instruction and healthy food 


sampling. This was convenient because the participants were already present for worship 


service. 
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The instruction about the human body was conducted by the author and guided by 
the information contained in the review of literature. The information about the human 
physical body was carefully selected for the potential to generate an awe-filled 
experience of God. For example, the presentations addressed the number of muscles in 
the body and their location, the number of times the heart beats, the amount of blood that 
the heart pumps on a daily basis, the ability of the heart to produce collateral circulation 
when the coronary arteries are blocked by plaque, and the role and the function of the 
skin. These topics were selected with the specific hope that the information would cause 
the participants to be in awe of the miraculous bodies they inhabit. 

Scriptural information from the biblical and theological foundation sections of 
this work were used to elevate the participants’ perceptions and care of their body. 
Optimistically, the participants would embrace their body as a gift from God and care for 
it with spiritual stewardship. Specifically, this meant eating well and both resting and 
exercising their body. It was hoped that understanding God’s design and the necessary 
care for the body, in a spiritual context, would inspire changes in the participants’ 
lifestyle beyond the program. Based on the participants’ responses both awe and 
acceptance of spiritual stewardship occurred. 

Healthy food items were selected with a realistic view of logistics. The food was 
prepared by the author and brought to the church, approximately sixty miles away. Foods 
were selected based on portability as well as refrigeration considerations. 

The physical fitness of the participants ranged from poor to excellent. One 
member had difficulty walking while another jogged instead of walking. For this reason, 


walking was the ideal mode of exercise. It was also significant that every participant was 
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allowed to walk at his or her own pace. Competition was discouraged. During the second 
week of the program, several group members tried to foster a competitive spirit. 
However, rather than motivation, it was received as ridicule when a group of participants 
stood beside the path and laughed about the fact that another participant was walking 
faster than the author. This was insulting, not encouraging. Therefore, it was necessary to 
remind everyone that the purpose of the group was to develop a united supportive 
organism that would encourage each member. Competition was not the aim of the group. 
The use of support persons in health promotion programs was viewed favorably in 
the aforementioned BCUBH project. This documented benefit was the driving force for 
assigning accountability partners. In the Small Steps program, a contextual associate 
randomly assigned partners for each group member. Based on the covenant agreement, 
the partners were charged with the responsibility of checking in with each other at least 


once per week. This check-in was used to share knowledge and provide encouragement. 


Schedule Considerations 


The overall design of the program was effective, as evidenced by the data 
analysis. However, in retrospect, several attributes of the program design appeared less 
than optimal. While Sunday morning was generally convenient for teaching, it was 
questioned whether other scheduling options would have been better. Traditionally, on 
Sunday morning, in this community as in many others throughout the United States, 
congregants leave their church and go to eat immediately after shaking hands with their 
pastor. Congregants tend to go to a local restaurant or gather at a family or church 


member’s home. Therefore, by the scheduled instruction time on Sunday afternoon, the 
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congregants had already been at the church for nearly three hours. Factoring in the time 
that it took participants to get up, get dressed, arrive at the church, sit through both 
Sunday School and morning worship, and then, shake hands with their pastor (i.e, this 
author), most participants had been without food for four or more hours when the 
teaching segment of Small Steps finally began. Lack of food for four or more hours is not 
ideal for attending to learning due to the potential for a hypoglycemic reaction. There are 
two types of non-diabetic hypoglycemia, fasting hypoglycemia and reactive 
hypoglycemia, both negatively impact mental clarity. Fasting hypoglycemia sometimes 
occurs when a person is without food for eight hours or more. Reactive hypoglycemia 
generally occurs two to four hours after a meal. Symptoms of hypoglycemia may include 
some or all of the following: blurred vision, dizziness, light-headedness, shakes, 
weakness, drowsiness, fatigue, rapid heart rate, increased perspiration, nausea, headache, 
irritability, and mental confusion.' With the potential for this reaction, one might question 
whether the taste of the healthy food items was skewed by the hunger of the participants. 

More personally, going without food for any length of time was not optimal for 
the author, who was the Small Steps group leader and instructor, and the pastor for this 
community. As a person diagnosed with reactive hypoglycemia, the author is required to 
eat frequent small meals. However, the author had to drive ninety minutes to the church, 
sit through Sunday School, preach the morning worship sermon, and shake hands with 
congregants as they exited the sanctuary, prior to conducting the sixty minutes of small 
Steps instruction. There was no break between worship, fellowship, and teaching. 


Therefore, there was no time to eat or to transition from spirited preaching to teaching 





1. Non-diabetic Hypoglycemia — Case Guide, www.drug.com/cg/non-diabetic-hypoglycemia.html, 
(accessed December 4, 2011). 
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about the human body. Because of the prolonged lack of food, the author experienced 
symptoms of hypoglycemia (i.e., nervousness, decreased energy, and/or mental 
fogginess) while teaching. Thus, the teaching time was often awkward and fraught with 
frustration for the author. 

In addition, Sunday afternoon was a direct conflict with other afternoon church 
programs. One Sunday, the teaching and food sampling had to be rushed because the 
church members were scheduled to travel to another church to participate in outreach 
fellowship. On another Sunday, the selected church had scheduled an additional program 
in the afternoon, after the regular morning service. These conflicts may have affected the 
outcomes. Considering all of these issues, the author would encourage leaders of future 
programs to brainstorm more optimal scheduling for their Small Steps instruction, 


discussion, and healthy food sampling. 


Participant Input 


An effort was made to include participants in decision making regarding the 
implementation phase of the program. However, in retrospect, there were three glaring 
instances wherein more participant input would have been beneficial. In the planning 
phases, securing the members’ input regarding the information taught, healthy food 
samplings, and assignment of program partners might have enhanced the program results. 
In part, provision of the requisite detail and clarifying the focus of the information taught 
was compensated for, at least somewhat, within the weekly group discussions or question 
and answer sessions, held immediately following instruction. Participants provided 


feedback regarding the teaching and verbalized concerns as well as recommendations. 
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Therefore, the author suggests that for future studies and Small steps practice, it may be 
worth conducting an entry questionnaire to establish a foundational perspective of the 
participants’ knowledge and needs. Ultimately, it became evident that more could have 
been done to include the participants in designing the instructional content. 

One example that illustrated the importance of participant input occurred after a 
Saturday morning exercise session. A number of participants complained about their 
recent inability to sleep. The author suggested the use of relaxation techniques, for which 
several participants requested training. Attempts to schedule training were rebuffed by 
inadequate facility space; cold weather prevented relaxation training outdoors. The 
request could have been accommodated if it had been included in the initial program 
plans. Therefore, it is proposed that it may be beneficial for future efforts (1.e., practice 
and research) to survey the healthy lifestyle learning needs of the participants. This would 
enable the leader to incorporate the identified needs within the teaching schedule. 

The healthy food items for sampling were selected by the author based on dishes 
that are both common and popular in the American diet as well as previously mentioned 
criteria. Initially, it seemed reasonable to offer vegetarian burgers, fruit smoothies, and 
alternatives to lasagna and ravioli. However, the author has pondered whether long-term 
changes in eating habits may have been fostered more successfully by generating a 
favorite foods list and offering specific healthy alternatives to those foods. All 
participants expressed that they enjoyed the food served. However, for future studies it 
may be beneficial to introduce healthier versions or alternative options to a solicited list 


of the participants’ favorite foods. 
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Accountability Partners 


The random assignment of accountability partners did not work well. During 
Saturday morning exercises, accountability partners were seldom observed walking 
together. When questioned, more than 70% of the participants admitted that they were 
not contacting their partners according to the signed covenant. One participant stated that 
she had not contacted her partner because her partner was a very private person. It was 
difficult to assess the reasons why the concept of accountability partners did not work. 
There were no items on the developed instruments assessing this aspect of the program. 
Therefore, individual speculation recognized the fact that partners were not intentionally 
matched or considered for compatibility. The author believes future Small Steps groups 
should incorporate intentional assignment of partners based on age, spiritual maturity, 
and other social or cultural considerations. Perhaps, participants could be encouraged to 
choose their own partners. A more creative strategy for assignment of support partners 


should be undertaken in future practice and research. 


Duration of Program 


The program was conducted for six weeks. The first week was dedicated to 
introducing the program and gathering participant information. There were only five 
weeks of active participation. The time was limited, in part, due to the author’s doctoral 
program requirements. Other constraints included incorporating the program into the 
participants’ lives. In retrospect, the author does not believe five weeks were sufficient. It 
appeared that the program ending aligned with the participants’ initiation of life changes. 


However, conducting the program over a longer period would have given participants 
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time to practice and cement lifestyle changes. According to Phillippa Lally and 
associates, repetition of new behaviors fosters the stability and sustainability of those 
behaviors. Lally found that it took between 18 and 184 days to form new behaviors. The 
average time to stabilize new behaviors was 66 days.” With such a broad range, it is 
difficult to determine the exact time needed to establish changed behaviors. However, it 
is reasonable to assume that frequent practice of new behaviors over a prolonged period, 
increases the likelihood of integrating behavioral change. Therefore, it is proposed that 
future studies should consider a period longer than five weeks. It is suggested that 
programs can be year-round and open-ended; enabling participants to select how long to 
remain in the program and opt to return as necessary. This scheduling approach would be 
aligned with the support patterns of other facilitative, community-based healthy lifestyle 


programs such as those for weight change, smoking or drinking cessation, etcetera. 


Transformative Experience of the Author 


The author was drawn to this endeavor for health promotion because of numerous 
personal circumstances. Specifically, contributing to this decision were premature deaths 
in her family, her personal health journey, and concern about the physical suffering of her 
congregants. The primary focus was the potential benefits being offered to her 
congregation. It was unexpected that the author would receive anything from the health 
promotion program. There were numerous gifts, blessings, and consequences availed by 


the program. 





2. Phillippa Lally, Cornelia H. M. van Jaarsveld, Henry W. W. Potts, and Jane Wardle. How are 
Habits Formed: Modeling Habit Formation in the Real World. European Journal of Psychology. 40, 
(October 2010), 998-1009. 
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The first consequence was an unwelcomed sense of burden. On one hand, it was 
hoped that a direct pastoral role would prove beneficial for engaging congregants in 
health promotion. Alternatively, if the direct pastoral role proved beneficial it would 
become necessary to figure out how to sustain that role along with traditional pastoral 
duties. A positive outcome of the research would necessitate a pastoral response and 
implementation of another role would prove stressful. If a positive outcome was 
experienced, the author would not be able to neglect giving time and attention to health 
promotion. 

The unwelcomed burden was outweighed by the positive occurrences during the 
program. Specifically, sharing informal time with congregants, observing substantial 
changes in congregants’ health, gaining new insights into spiritual struggles, being 
energized by the physical fellowship, and increasing self-awareness, were all highly 
rewarding. The time spent together on Saturday mornings was invaluable. The first 
Saturday a participant purposely walked beside this author. The individual member began 
to talk about issues that were not known by the author. As they walked, the author gained 
information about the member’s family and personal issues. On subsequent Saturdays, 
the author decided to divide her walking time among the participants. Each Saturday, 
new and invaluable information was received from congregants. One Saturday, the author 
and one of the members stood in the drizzling rain as the member gained emotional and 
physical relief by pouring out her heart and crying about a crisis in her daughter’s 
marriage. One husband shared that his wife had problems with constipation prior to 


beginning the program. The wife’s problems had resolved during the program. All of this 
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information was valuable to the author for the research, as leader of the health program, 
and as pastor of this community. 

The testimonials of participants revealed that significant positive changes 
occurred during the program; some were visible others were not. Participants reported 
increased energy levels, weight loss, ability to walk without becoming winded, improved 
digestion, and eating more fruits and vegetables. One participant stopped eating beef and 
pork while also significantly decreasing her intake of fried foods. The author was 
unaware that this participant had been warned by her doctor that she had to lose weight. 
The woman was morbidly obese. During the program, she lost approximately twenty 
pounds. All of these factors significantly enhanced the author’s job satisfaction. Words 
cannot truly describe the sense of fulfillment experienced. 

The author was reenergized for ministry by participating in the health promotion 
program with the congregants. The roles of preacher, teacher, counselor, visitor of sick 
congregants, and officiator of funeral services are roles that drain and deplete any 
pastor’s energy. The Small Steps program infused the author (1.e., this pastor) with 
energy. The gift of energy is difficult to explain. 

To explain, this documents the personal experience of this author. It was 
necessary for the author to rise by six in the morning to arrive at the exercise site by 
eight. Initially, fatigue was anticipated on the drive home. On the contrary, there was an 
excitement felt upon arrival for the session that seemed to last the whole day. It is 
difficult to articulate, but pertinent to share it. The belief is that the energized feeling 
came from the love, fellowship, and caring of the group. The energy surge was 


tantamount to a Holy Spirit encounter. 
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The program also enabled the author to view the congregants in a more relaxed 
context. Through the role of participant, the author was invited to share personal life 
struggles that are not shared on Sunday. Sharing with the congregants and observing their 
responses in the health program helped the author perceive their spiritual struggles more 
clearly. It became evident that discipline was needed for productive disciples; the same 
discipline is necessary for healthy living. It became evident that the congregants’ lack of 
discipline transcended the physical and impacted the spiritual as well. Saturday mornings 
gave the author the opportunity to challenge behaviors that directly influenced the 
member’s spiritual growth. For example, it became possible to address excuse making, 
non-compliance with instruction, and critiquing others, all habits adopted instead of 

focusing on one’s own behaviors. Further, this experience provided time and 
opportunity to truly get to know the congregants on a more personal basis. This 
benefitted the author in her role as pastor. 

The author’s faith was strengthened through this experience. There was a sense 
that the author and God were cooperating to bring better health to His children. On two 
occasions inclement weather was predicted. The first time it was predicted, the author 
persevered with the Saturday exercise program. It was almost as if God validated the 
program that day. The rain began to gently fall after exercise, prayer, and the exercise 
chant were completed. As congregants walked to their vehicles, the rain began. That 
moment became one that was used to encourage the participants. The second time that 
inclement weather was predicted the author gave in to the concerns of one participant and 
canceled the Saturday morning exercise. As God was faithful the first time, He was 


faithful the second time. The predicted storm did not occur until after the scheduled 
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exercise time should have ended. The author repented before the congregation and before 
God. She had been certain that God would uphold the group’s effort but she had not 
responded to God with faith. That experience caused a re-examination of personal faith 
and subsequently, a commitment to God to be a better listener to His still small voice. 

The program culminated with a group fellowship meal. Participants brought their 
younger children and teens. There were seven teens and four children younger than nine 
years old. The menu consisted of vegetarian replacements for chicken Alfredo, vegetarian 
spaghetti, string beans, cube steak-alternative with mushroom gravy and rice, and salad. 
As the author watched participants and their family members eating and enjoying salad 
and vegetarian entrees, she had an epiphany. It was obvious that if children were trained 
about healthy behaviors and healthy eating then healthy living would become their 
lifestyle. It was a transformative moment. 

The author believes she has become a more caring pastor, a more astute observer 
of human behavior, a more empathic leader of God’s people, a more holistic practitioner, 
and a woman of greater faith. All of this because of this experience in the small steps 
towards a healthier lifestyle program. A transformation occurred in the author resulting in 
beneficial changes in her pastor-congregant relationships as well as in her pastor-God 
relationship. From the Small Steps program developed a greater understanding of the 
contextual purpose of her ministry. More importantly, from the experience came the 
blessing of becoming more energized to live the purpose of her ministry — helping God’s 


people to be whole physically as well as spiritually. 
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Recommendations for Future Research 


The research findings were robust for the selected congregation. It was evident 
that direct pastoral participation had a positive impact on the congregants in the identified 
setting. The results, though impressive, were anecdotal to the author and congregants of 
the church due to the small sample size, rural setting, brief program duration, and under- 
representation of male congregants. For all these reasons, the aforementioned results 
cannot be generalized to other pastors or congregations. Likewise, the findings cannot be 
generalized to other groups and times with this author in the same congregation. 

Therefore, it is suggested that the research using the Small Steps program should 
be repeated within other rural and urban congregations. It would be prudent to explore 
whether similar results can be achieved in other rural and urban churches. However, as 
previously noted, replication of this study should include the aforementioned 
considerations about participant input, scheduling, meal planning, and program duration. 

The findings herein indicated that replication of the study with other rural 
churches of similar size and characteristics may prove beneficial. Therefore, it is of 
particular interest to examine the outcomes and the trajectory of long-term sustainability 
if the project were replicated with the same and other congregations for a longer duration. 
Again, the recommendations about input, scheduling, meal planning, and program 
duration should not be overlooked. 

For future study of the impact, it would be beneficial if the program was 
implemented with male and female pastors in comparable congregations. This would 


facilitate determination whether the gender of the leader influences the results. Likewise, 
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coed and single-gender groups with male and female leaders should also be considered to 
assess the full impact of gender-based issues on the outcomes. 

It would also be helpful to run a comparative model between two churches. 
Numerous variations could be considered. This researcher suggests one group should be 
led by the pastor and the other by a lay leader within the congregation. This would verify 
whether the benefits observed in this study were attributable to the direct pastoral 


involvement. 


Implications for Practice 


The outcome of the Small Steps program has implications for the pastoral role 
and for pastors. This work suggests a paradigm shift is needed to address how pastors 
interact with congregants regarding health. That paradigm shift is akin to the medical 
arena. The needed shift between pastors and congregants parallels the shift from tertiary 
care or treatment of illness to primary care or prevention of illness in healthcare. Many in 
the healthcare community are working to get patients to practice preventive measures, 
such as eating well and exercising. As noted in the review of literature, preventive 
measures can be instrumental for alleviating many chronic illnesses. When pastors take 
an active role in the health of congregants, they essentially call their members to practice 
prevention of illness. In time the pastor’s behavior with his or her members will be able 
to decrease the amount of time spent praying for the health of members and increase the 
amount of time spent together in healthy invigorating behaviors. The benefit of Small 
Steps is two-fold. Pastors who engage in health promotion with their members will also 


be engaging in health promotion for themselves. 
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Pastors, in general, tend to have little problem taking care of others. However, 
sometimes pastors neglect to take care of themselves. The author believes that if the 
outcomes in this research can be replicated with similar effects, pastors will be forced to 
reassess and possibly redefine their roles to include participating in health promotion. 
That may seem far-reaching. However, the author truly believes that role definition is in 
order. Both the participatory leadership role and the responsibility for health are 
imperative in this new millennium. 

The implications for the author are multifaceted. The outcome of this research has 
inspired the author and contextual church to continue the health promotion program in an 
open-ended fashion. The author also plans to publish the results of the study in book or 
workbook format. Finally, the author plans to seek grant funding to conduct the Small 


Steps program with a larger target pastor-congregant audience. 


Summary 


The author, as a local pastor, is in a pivotal position to facilitate change in the 
culture and norms of the church. From the research outcomes emerged the strong belief 
that direct involvement in health promotion in practice and in future research, can enable 
pastors to become pivotal to the promotion of the physical and spiritual health of their 
congregants. The author firmly believes the words of E. Paulette Issac: “The Black 


Church stands in a unique position to serve as an advocate for eradicating health 
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disparities among African Americans by continuing to show how important health 
education and health promotion are to the African American community...”? 

In this manner, Small Steps was successful for identifying the positive impact that 
occurs when pastors engage in health promotion with their congregants. Herein, the 
benefits for both the congregants and the author were well established. Despite the added 
role stress that might be experienced, this author can attest to the fact that the perceived 


and measurable benefits far outweighed the perceived burdens. 





3. E. Paulette Issac, Michael L. Rowland and Lewis E. Blackwell. “Fighting Health Disparities: 
The Educational Role of the African American Church,” Crosscurrents, (Summer, 2007), 264. 
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Fletcher Grove Baptist Church 
Congregational Health Assessment Summary Report 


On Sehal? of the Shave University Divinity School and the UNC-CH,'Shaw Partnership for the Elimination of 
Health Disparities, we extend a special TAank You to Pastor Dorothy Andersan and Lhe Fictcher Grove 
Baptist church family for participating in the Congregational! Health Assessment. The survey enabled the 
collection of information about Lhe health needs, concerns, and priorities of Fletcher Grave. 


Alang with this 6 page summary, please find enclosed a 37 page slide presentation of the analysis from 
your church and a copy of the original survey that support aur recommendations. As you view the repart 
and the slides, please be aware that responses ta some questians are reported using the actual number 
of members who responded while others refer to the percentage of people who responded a cenain way- 
Percent (%} signs aré used to Indicate data that are reported as such. You will also notice that some of 
the graphs included in this report alsa appear in the slide presentation. 


This summary is organized into six sections: (1) Church Profile, (2) Sell-Heallhi Assessment, (3) Perceived 
Church Health Assessment, (4) Perceived Role of Church in Prornating Health, (5) Perceived Impact of 
Lifestyle and Environmental Factors on Health, and (6) Readiness to Participate in Heallh Research. 


Based on the survey results, Fletcher Grove, in callaboration with the Caralina-Shaw partnership might 
consider the follawing suggestions; 


1. Provide a series of faith-based health education and promotion workshops and seminars 
(see section 2: Self Health Assessment). Workshops should address health and related 
issues associated with diabetes, hypertension, arthritis, obesity, how to live a healthy life 
and what the Bible says about health {see Figure 1, pg. 2 and Table 2, pg. 3 for 
supporting Information) 


2. Develop strategies to actively promote the health ministry at Fletcher Grove including 
providing Information on why the church has a responsibility to promote health (see 
table 4, pg 4) 


3. Develop strategies to obtain information about health disparity research projects that 
members may be eligible for and interested in participating and make them available to 
the membership through announcements, church bulletins, newsletters, bulletin boards 
etc (see table 6, pg. 5). 


1. Church Profile 
o Sixty-five (65) members completed the survey 


¢ Females ~ 63% ¢ Males — 27% 
o Church attendance 

# 3 or more times weekly = 25% ¢ 2 times a week = 33% + Once per week = 41% 
> Age Range 

¢ 18-39 = 40% + Sh-65 = 11% ¢ Over 70 = 3% 





¢ 40-55 = 38% ¢ 66-/0 = 11% 


o Educational Attainment 


¢ High School graduates = 43%  #¢ Some College = 21% ¢ College Graduates = 11% 
o Employment Status 
¢ Employed ~ 62% ¢ Retired ~ 74 4 Disabled = 12% + Unemployed 19% 


Loa 


Fletcher Grove Baptist Church 
Congregational Health Assessment Summary Report 


2. ™“Self-Health Assessment 
o Number of members indicating that they obtain Regular Medical Check-ups? 
¢ Once every 3 months = 20% ¢ Once every 6 months = 27% Once per year = 45% 


@ Once every 2 years = 8% 
o Number of members indicating that their physician has told them that they have one 
of the following diseases: 
¢ Hypertension = 26 ¢ Arthritis = 15 ¢ Diabetes = 10 
Figure #1: Members indicating that they have one of following diseases 
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o Number of members indicating that a family members’ physician has told them that 
they have one of the following diseases: 


¢ Hypertension = 52 ¢ Diabetes = 44 ¢ Arthritis = 36 ¢ Cancer = 32 


Figure #2: Members indicating that a family member has one of following diseases 
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** Tn this section, members were able to check more than one response for each question. 
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Fletcher Grove Baptist Church 
Congregational Health Assessment Summary Report 


Table 1: Activities members have engaged in over 
the last 12 months to improve their health or stay Healthy 








Exercised regularly 
Tried to lose weight 
Tried to eat healthy foods 






Table 2: Percentage of members Indicating that they would like to learn more about specific 
topics and diseases in order to improve their health or stay healthy 





T would like to learn more about: Strongly agree Agree | Disagree Strongly 
i Disagree 
how to live a healthy life 3% 
how to communicate better with my doctor 2% 
resources available to help me live healthy 3% 
what the Bible says about how to live healthy 3% 
diabetes - - 2% 
hypertension 3% 
“cancer 3% 
HIV/AIDS 3% 
Heart Disease 2% 





3. Perceived Church Health Assessment 

The following is @ summary of responses to questions about members’ thoughts on whether specific 
health conditions are 3 problem in their church or community, The health condition that most people who 
responded thought was a very dig or big problem was hypertension, with 34%, Obesity and artnntis were 
thought to also be very big or big problems, 32% and 31% respectively (see chart below for additional 
health conditions and corresponding percentages). 


“AS among the White copulation, heart disease, cancer, and stroke are the top three causes of death. 
However, HIV disease (8 }) ranks substantially higher as a cause of death among African Americans than 
among Whites (237)', according to the North Carolina State Health Statistics, Division of Public Health's 
North Carolina Minority Health Facts: 2005". The report also states that the ‘causes of death with the 
largest health cisparities, where the Afncan American rate is at least tvice the White rate, are diabetes, 
xidney disease, HIV disease. and homicide”. 


Table 3: Perception of problem diseases within their church or community 
Health Condition Very big problem | Moderate | Small problem or 
or 
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Table 5: Perception of the Impact of Lifestyle + Environmental Factors on Health 





Question Very big problem | Moderate | Small problem or 
or problem No problem 
Big Problem 


Is inadequate housing a problem among 7% 20% 
your church or community? 

Is lack of financial resources a problem 36% 23% 
among your church or community? 





Is stress a problem among your church 45% 39% 
and/or community? 

Is smoking a problem among your church 28% 20% 53% 
and/or community? 

Is alcohol addiction a problem among 16% 21% 63% 
your church and/or community? 

Is drug addiction a problem among your 17% 14% 69% 
church and/or community? 

Is violence a problem among your church 8% 11% 81% 
and/or community? 

Is physical inactivity a problem among 44% 8% 49% 


your church and/or community? 


Are unhealthy eating habits 4 problem 47% 11% 92% 
among your church and/or community? 
Is mental illness a problem among your 6% 19% 75% 
church and/or community? 
is divorce a problem among your church 26% 69% 
and/or community? 
71% 


5% 
Is domestic violence or abuse a problem 14% 15% 
among your church and/or community? | 





When asked about lifestyle and environmental factors, unhealthy eating habits received the largest 
percentage fram respanders that indicated it was a prablem with 47%, while 42% indicated it was a 
small problem or no problem, Stress received the secand highest response among thase who felt it was 
a very big or big problem with 45% as oppased to 39% that indicated it was a small problem or no 
problem. 


Conversely, the factor that responders indicated was a small problem or no problem was violence with 
814, followed by mental illness and domestic violence or abuse, 75% and 71% respectively. The bald 
percentage font is ta highlight the difference between the responses, "very big/big” versus "small/not” a 
problem, among select questions, 


5. Readiness to Participate in Health Research 
19 
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Fletcher Grove Baptist Church 
Congregational Health Assessment Summary Report 


Table 6: Readiness to participate in church based research projects 


Loa eet ae ee 


Willing to participate in a research project through Fletcher Grove 84% 16% 
that promotes health 

Could successfully participate in a research project through 83% 17% 
Fletcher Grove that promotes health 

I have participated in a research project through Fletcher Grove that 18% 82% 
promotes health in the past two years 

I am ready to participate in a research project through Fletcher 83% 17% 
Grove that promotes health 

Would use a computer at Fletcher Grove to find to find health-related 76% 24% 
information if one was available 


Figure #3: Preferred methods for receiving health related information 


The majority of the members indicated a preference for receiving health-related information through 
workshops (36 members); Sermons (32 members) and CDs/DVDs (25 members) 
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On behalf of the Carolina-Shaw Partnership for the Elimination of Health Disparities, “Thank You” for your 
participation. If there are questions, please contact: 


Moses V. Goldmon, Ed.D. Carlton Boyd, MPH 

Director, Action Research in Ministry Institute Project Assistant, Carolina-Shaw Partnership for 
Shaw University Divinity School the Elimination of Health Disparities 

118 East South Street Institute for Health, Social & Community Research 
PO Box 2090 Shaw University 

Raleigh, NC 27602 118 East South Street 

Email: mgoldmon@shawu.edu Raleigh, NC 27602 

Office: 919-405-2267 Email: cboyd@shawu.edu 


Office: 919-719-1894 
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Fletcher Grove Baptist Church 
Congregational Health Assessment Summary Report 


Shaw University Research Team UNC- CH Research Team 
Carlton Boyd, MPH Alice Ammerman, DrPH, RD 
Moses Gokimon EdD Tim Carey, MD, MD, Co-Director 
Daniel Howard, PhD, Co-Director Giselle Corbie-Smith, MD, Msc 
Elizabeth Ann Johnson, MPA Molly DeMarco, PhD, MPH 
M. Ahinee Amamoo, MS Eugenia Eng, MPH, DrPH 
P. Renee Myatt, MA, MPH Paul Godley, MD, PhD, MPP, Director 
Bintu Sherif, MS Melissa Green, MPH 
Chanetta Washington, MPH Monica Hadley, BA 
Michelle Hayes, BA 
Michelle Manning, MPH 
Bryan Weiner, PhD 


Note: Names in bold text are the Director ard Co-Directors of the Carolina-Shaw Partnership for the 
Elimination of Health Disparities. 
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1. Robin Arnold, et al., Human musculoskeletal system. The Encyclopedia Atlas of the Human 
Body: A Visual Guide to the Human Body, (China: Global Publishing, 2004), 48. 
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Small Steps to a Healthier Lifestyle 


Please Fill Out the Following Questionnaire 


Please circle the description that most closely states how you feel about the statements listed 


below. For each question, circle one: 


I 


(a) strongly disagree, (b) disagree, (c) no opinion, (d) agree or (e) strongly agree 


I believe that a Pastor is a shepherd who is supposed to address all the needs of 
church members. 
(a) strongly disagree (b) disagree (c) no opinion (d) agree (e) strongly agree 


I believe that Pastor’s responsibility as shepherd includes the physical health of 
members. 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


I believe that a Pastor should preach about health. 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


I do not believe physical health is a spiritual issue that should be addressed by 
a pastor in a sermon. 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


I believe that a Pastor should encourage his or her members to think about 
whether what they eat is healthy or not healthy. 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


I believe that a Pastor should not encourage his or her members to think about 
whether the foods they eat are healthy or not healthy. 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


I believe that a Pastor should encourage his or her members to exercise. 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


I believe that a Pastor should not encourage his or her members to exercise. 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 
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9. I believe that a Pastor is supposed to model health in the following ways (A-D): 
A. Maintain a healthy weight 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


B. Exercise on a regular basis 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


C. Participate in exercise program with members 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


D. Teach members about health 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


10. I believe that pastors should be personally involved the health of members 
through role modeling and teaching 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


11. I believe that the pastor should preach about the impact of health on the ability 
of members to be effective in ministry and good witnesses for God. 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 


12. I believe that the pastor should ignore issues of physical health. 
(a) strongly disagree (b) disagree (c).no opinion (d) agree (e) strongly agree 
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Small Steps to a Healthier Lifestyle 


Demographics Sheet 


Initials of Participant 





Age 
Sex 


Circleone: Single Married Divorced Widowed 


Highest Grade of School Completed: 
Circle one: HS Some College Bachelor Degree 


Postgraduate Studies Doctoral Degree 


Please circle all of the physical illnesses that apply to you 
High blood pressure 

High cholesterol 

Pre diabetes / Diabetes 

Arthritis 

Overweight 

Congestive heart failure 


List any other illnesses: 


Masters Degree 
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Small Steps to a Healthier Lifestyle 


Post-Program Questionnaire 


Please answer the following items regarding your participation in the Small Steps Project: 














1. I attended or I did not attend the opening session of the Small Steps Health Project 
(Circle one of the above) 
2. Isigned or I did not sign the covenant contract 
3. Tattended___ out of six exercise sessions 
4. Texercised on my own _____ times per week 
5. What type of personal exercise did you engage in on your own? 
6. [attended __ out of five Sunday training sessions/healthy food sampling 
7. Tattended__ out of four healthy foods samplings 
8. lL attended or I did not attend the healthy food celebration at the end of the program 
(Circle one of the above) 
9. List the small steps/changes you made during the program 
1) 
2) 
3) 
10. List any positive changes you noticed in your body or physical wellbeing during the 


program. 


1) 





2) 





3) 
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(Please circle the description that most closely relates how you feel about the following 
statements: a. strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


1. My participation in the Small Steps Program helped me to view taking care of my 
body more seriously 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


2. I now see my body as a gift from God that I am responsible to care of 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


3. The Small Steps Program helped me to view my body as a gift from God 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


4. Direct participation by my Pastor in the exercise sessions was very encouraging to me 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


5. My Pastor’s participation in the exercise session positively affected my personal 
commitment to attend the exercise sessions 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


6. My energy level improved significantly during the Small Steps Project 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


7. I gained new information on healthy foods from the classes taught by the pastor 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


8. The healthy foods prepared by my pastor tasted good 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


9. The fact that my pastor prepared food, that she said tasted good, motivated me to 
have an open mind to trying something new 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


10. I have added healthy foods to my/my family’s diet because of the Small Steps Project 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 

11. List the healthy foods you have added to your/your family’s diet 
1) 
2) 
3) 
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12. I gained new information on how my body works from the classes taught by the 
pastor 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


13. [have a better understanding of why exercise is important based on how God 
designed my body 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


14. The Pastor was effective in helping me to connect caring for my body with showing 
appreciation to God for the gift of my body 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


15. The Pastor was effective in helping me to see caring for my body as a spiritual 
responsibility 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


16. The information taught by my pastor was very helpful in addressing my personal 
health issues/concerns 
a.strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


17. I feel that the Pastor provided valuable information to continue my journey toward a 
healthier lifestyle 
a. strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


18. I believe that Pastors should actively participate in health programs along with the 
members of the congregation 
a. strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


19. My Pastor’s direct participation was beneficial to me 
a. strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


20. The benefit that I received from the Small Steps Program was directly impacted by 
my pastor’s active involvement in the project 
a. strongly agree b. agree c. no opinion d. disagree e. strongly disagree 


Please take the time to write any personal testimonies on things that may not have 
been addressed in the questionnaire or to give comments regarding the future of the 
Small Steps Program for the church: 
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PHYSICAL ASSESSMENT DATA 


































































































Gender Height Weight BP 
M 574” 170 123/70 
F 5’9” 152 136/78 
F 5’6” 156 124/76 
F 5’6” 232 115/78 
F 5’8” 229 160/92 
F 5/2” 279 136/84 
F 5/7” 246 116/74 
M 5’6” 180 148/76 
F 5/2” 170 120/82 
F 5’10” 284 165/100 
F 5”10” 260 152/90 
M 6’3” 285 133/77 
F 5”2” 209 117/78 
F 5’3” 158 138/74 
F 4’11” 200 142/78 
F 5’11” 161 112/68 
F 5’5” 164 122/74 
M 5711” 206 130/78 
F 5’5” 220 130/76 
M 5’7” 275 140/92 
M 5/2” 150 112/68 
M 5’1” 185 114/64 
F 5’6” 140 120/82 
F 5’10” 301 136/76 
F 6’ 297 128/60 
F fe ee a 
Gender Height Weight BP 
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Note. The female participant who joined the second week was not included in the data. 
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Covenant Agreement 





PRINT NAME 
agree to actively participate ina____—_—s week health program (Small Steps to 
a Healthier Lifestyle) with the members and pastor of Fletcher Grove 
Missionary Church, in Laurinburg, North Carolina. I covenant to show up 
for each meeting, support each member, maintain bi-weekly contact with my 
assigned partner and listen with an open mind and heart to everything that I 
am taught. If for some reason I cannot make a meeting, I will contact the 
pastor or my health partner. I commit to pray for myself and the members of 
my group and to listen for the Holy Spirit’s voice regarding my journey 
toward a healthier lifestyle. I commit to this covenant before God and before 


each of my brothers and sisters in Christ. 





Signature Date 
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THE LAURINBURG s Gone 
EXCHANGE® 


The Voice of Scotland County | Established 1882 www.LaurinburgExchange.com | 50 Cents 


“Small 
Steps’ 
walk 
planned 


John Lentz 
Jer Slew aed Palco com 
STAPF REPORTER 


The public is invited 
to a Saturday morning 
walk desizmed to in- 
crease awareness of ho- 
listic well being from 2 
Christian perspective. 

Organized by Pastor 
Dorothy Anderson of 
Fletcher Grove Mission- 
ary Baptist Church, the 
“Small Steps to a Health- 
jer Lifestyle” event is 
set to begin at 5 a.m. at 
the corner of Moaain and 
Church streets in Lau- 
rinbure. 

Tt is part of a seven- 
week program designed 
to brine her congrega- 
tion a deeper sence of the 
mind, body, and spiritual 
connection that she says 
is every Christian’s re- 
spomsibility. 

“At Fletcher Grove I 
have preached a holistic 
@ospel for almost seven 
years now, which in- 
eludes getting erercize 
and making healthy food. 
ehoices,” Anderson =sid_ 

“T have introduced the 
congregation to fruit 
smoothies: made with 
fresh fruit instead of 
sugary drinks, and have 
gotten them to supple 
ment meat with vezetear- 
iam choices such a= meat 
free lasagna and Boca 


See VW ALE Pace 24 


» WALK 


FROM PAGE 1A 


burgers. 

“Tt is all part of a the- 
ology of health that says 
Christians should take 
stewardship responsibil- 
ity for their bodies.” 

Anderson is presently 
at work on a doctorate 
in ministry through the 
United Theological Semi- 
nary in Dayton, Ohio. One 
of the requirements, she 
said, is to institute a well- 
ness program at a local 
church. 

“We are now in week 
five of our program, which 
includes a weekly walk, 
and we are opening this 
up to the public for any- 
one to join in if they like.” 
Anderson said. 

Participants are invited 
to travel at their own pace. 

“I try to walk four miles, 
but most do two and fin- 
ish in about an hour,” she 
said. 
ecutive director of the 


Laurinburg Downtown 
Revitalization Corpora- 
tion, is a church member 
who has completed all but 


one of the previous out- 


ings. 

“We have had a lot 
of fun on these walks, 
but it is also a spiritual 
experience.” Robinson 
said.“These events help 
us connect with our bod- 
ies, and realize that our 
bodies are gifts from God 
and should be treated as 
such.” 

Anderson said the testi- 
monies from walkers have 
been “very positive” so far. 

“Everyone says a brisk 
morning walk leaves one 
feeling upbeat and full of 
energy to start the day,” 
she said. “That’s why I 
call it ‘small steps’; small 
changes can end up hav- 
ing big results.” 

Saturday’s walk will 
follow the “All American 
Mile” route in downtown 
Laurinburg. The group 
will meet at the James lot 
across from the A.B. Gib- 
son Center. 


APPENDIX H 


PARTICIPANT POST-PROGRAM TESTIMONIALS 


158 


159 


PARTICIPANTS’ WRITTEN TESTIMONIALS? 


D.B. Pastor, I am pleased with the program. I wouldn’t change a thing, but allow the 
congregation to participate. I stopped eating pork and beef. I stopped adding salt to my 
food. 


V.W. Dropped a few pounds/body feels better. 
I.M. I eat less, more energy, lost 4 pounds. 


D.G. In this program, I’ve learned to have an open mind to try foods that are a benefit to 
help promote a good and healthy body. Was very eager to meet with my brothers and 
sisters on every Saturday morning to fellowship and hear what each of us experienced 
with food and exercise. Before the program, I had the slightest idea of the things I was 
doing was killing my body. My pastor taught me the Organ God gave, how it works for 
me if I would eat the right foods, and drink water. 


V.E. I stopped drinking soda, not a lot of salt and no sweets. I haven’t gotten my dizzy 
feelings, less headaches, stomach pains and more energetic. 


R. M. I decreased the amount of food I ate. I exercise more, more energy and lost weight. 
Before the program, I had a hard time walking a half mile before I felt tired. My energy 
level was zero...my blood sugar always read high in the morning and headaches. Since I 
started participating in the Small Steps Program, my energy is up, most important my 
blood sugar is under control along with the headaches. I feel better about myself. I will 
keep exercising when the program is over. 


B. A. Stopped shaking salt, baked or boiled meats. I don’t feel so bloated when sitting 
and I can walk longer without feeling tired. I plan to continue walking everyday and I 
have joined the gym for a more intense workout. I plan to listen to my body more than I 
have in the past. 

S.C. I am eating more healthy — more vegetarian dishes, drinking more water and being 
conscious of the labels on the food I buy. I have felt better and my co-workers tell me 
that they can see a change in my eating habits and my weight. 


K.W. I feel lighter. I plan to change my eating habits because I know it is essential. 


C.C. By not drinking an hour before, during or after meals stopped my indigestion and 
excessive gas. 


MLR. Positive change in my awareness of better health — motivated to change. Thank you 
so much that you are doing this. I know it is what I need and I want you to know that I 
am grateful that you care about my health as well as my soul. 
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M.W. I thank God for Pastor Anderson helping me see the need to take care of my body 
and because of this program, I plan to continue with this exercise program and to eat the 
right foods. 


M.P. Not eating beef or pork, not drinking sodas. Less bloating and heaviness in my 
stomach and more energy. We are so please to have a pastor that not only cares for us 
spiritually but also physically. After these sessions, I have gained the knowledge that you 
have to be physically fit to serve God to the fullest. With other pastors, the physical got 
overlooked. I am looking forward to continuing these steps. 


G. P. Feet didn’t hurt as much. Really enjoyed the different types of food and how they 
were prepared. 


A.M. [eat less salt and I exercise more days than I did before. My body feels better now 
that I exercise more. 


C.M. This program should be in every church. Don’t eat as much, don’t eat white food, 
drink more water and stop drinking 30 minutes before and after eating. Now I sleep 
better, my knee does not hurt and I have more energy. 


P.C. I truly thank God for having this opportunity to be able to make it possible for me to 
be able to participate in the Small Steps Program. Normally, I start exercising and quit, 
but when my pastor was able to teach the importance of our body and relate it to scripture 
and let us know that we are to care of our temples as well as our souls, that just made it so 
dear to me. I feel better, think better, sleep better and I am conscious of what I put in my 
body and portions of medicine, food, etc. I feel great. 


D.Z. My blood pressure is awesome. I don’t eat sweets and I noticed my body didn’t 
have the changes in mood because of the rush sweets give you. I learned the harm I was 
doing to my body by not taking my blood pressure medicine every day and I learned to 
listen to my body. I learned that my body is make up of muscles and that exercise 
strengthens my muscle. I want to get my body to where I won’t have to use anything that 
man made up to help take care of it. 


L.W. I have changed my eating habits. More energy, better diet, loving life. My sugar has 
been really good. 


E. M. My body felt good because I was trying to eat healthy. 

C.G. I feel better, more energy and lost weight. 

J.F. Stopped drinking 30 minutes before and 30 minutes after each meal, added more 
seasoning and spices, increase energy, thinking ability and self-motivation. I think that 


this is a program that needs to implemented across the board. Every ministry leader needs 
it in order to educate the people of God entrusted to them. 
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P.L. Not as lazy as I used to be. 


A.G. More energized. The information I was told about waiting to drink before and after 
meals was very beneficial. I now feel a significant change with heartburn and saving 
money on medication. I will be adding some of the foods that were tasted to my family’s 
diet. 


1. The information contained here has been slightly modified to improve readability. - Researcher 
D. Anderson 
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